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1.1. ,.., ... ,.,nn care 
Sam Ie Prevalence 
n=252 12%-18% .... 








In C/llnll.~rillia lJ,reva/ei'lce estimates, it should be noted that those studies marked II II did not validate 
of the and those marked II did not estimates back to 
COimlJosiite /~Irelnallonal Dliagno:;t1clnterview 
IntE!/VIew Schedule 
Revised Clinical Interview Schedule 
and Table 2.3.). The is that, these 
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GHQ= General Health Questionnaire 
PSE= Present State Examination 



























her disturbance detected than a young professional man, even if they 
had same number of symptoms (p. 82). 
They moreover, that increased with frequent consultation is 
understandable since the doctor will have had more opportunity to the 
patient. Many of the disorders detected by screening questionnaires are transient 
likely to remit spontaneously (Goldberg & Huxley. 1 Goldberg and 
Blackwell (1970) found that even a general practitioner who was also a psychiatrist 
failed to t1lC11tlCllrt one third of the psychiatric rllc:, .... l"nlClll"c: detected by a research 
procedure. 
Hall and Williams (1987) in a study in found a detection by 
health workers and Abiodun (1989) in Nigeria a 14.6% detection Thom, Zwi 
and Reinach (1993) note that 93% the patients diagnosed by the 
workers as having a psychiatric disorder were missed by the clinic staff. Ormel et at 
(1990) found that GP's half of the cases and typically assigned non-
specific to recognized cases. Ormel (1991) found that only 47% of 
patients who met diagnostic for anxiety, or 
disorder had their psychiatric disorder recognized by Harding 
(1980), in a study of patients attending primary health care facilities in 4 developing 
countries, found that the health workers correctly detected one third the 
psychiatric cases. Freeman et al. (1 ) reported that fewer than one third of the 
mental health problems identified by the researchers were identified by the clinic 
staff. Jong et al. (1 reported that in their study of health facilities in 
Guine-Bissau, only one out of 3 patients a psychiatric was 
recognized by health and out of 100 non-cases, 12 were 
wrongly diagnosed by health workers as suffering from a psychiatric disorder. In 
Brazil, Mari and Williams (1984) found that 71% of psychiatric were 
detected by health workers - 29% remained 'hidden'. 
10 
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urveyed by Shepherd al. (1 referred only 
~d as experiencing psychiatric symptoms to 
They were less likely to acute cases than 
~s were referred against of chronic cases. 
)r to be more sev~rely ill - 25% of 
ese were referred but only of other 
tal. (1991) suggest that somatic presentations are 
r to to specialist ...... ""nY"'. health services 
since such patients -Physical investigations. They moreover, that 
... .:t\'I.:. ... ·\'e seeking help from indigenous frequently longer n;::lI:::I\le 
before being referred to specialist mental health services. 
Fink, Shapiro and Goldensohn (1970) compared patients who referred themselves 
care 
who referred 
who were ,..:>T'::. .... .::U"I 
"''''''''':;:,,'' were "'",.,." .. " younger, 
practitioner. 
and more 
before. The aoc:tor .. .:>\'.:. .... ..:.n were likely to have used mental health ",,,,,.,11,..'" 
well educated and often reported serious or disabling emotional difficulties. 
1.3.2. EXPOSURE TO AND EFFECTS OF CIVILIAN TRAUMA 
previously mentioned, MHP's at the UCT SHS observed that a high 
students attending the service have exposed to traumatic events. This section 
reviews literature on exposure to civilian trauma in South Africa and on South 
African university campuses. It examines some of potential emotional 
sequelae of Which to level 2 of Goldberg and Huxley's 
(1980) model primary care morbidity). 
There is an .:>vt,l:Il"'Ic:iu.:> literature exploring the prevalence of exposure to violent 
crime and other civilian trauma. Most of this is American based research, the 
findings of which are specific to the United States and will not be presented in this 
review (e.g. Breslau, Davis, Andreski & Peterson, 1 ; Fitzpatrick & Boldizar, 
















Veronen, Best & Von, 1 Fisher & Friedman, 1996; Resnick, Kilpatrick, 
Dansky, & 1 Scott & Tzelepis, 1 
Song & Lunghofer, 1 
1.3.2.1.1. 
Crime Information Management The quarterly report of 
Police Service, 1997), that 'the incidence of crime [in South Africa] 
unacceptably high, especially with regard to violent crime' (p. ii). In comparing the 
1997 South African crime ratios with the 1994 Interpol ratios reported for 89 
member states, they 
reported cases of murder. 
that South Africa occupies 4th with regard to 
the highest incidence of reported cases rape and 
occupies eleventh position with regard to reported cases of serious 
Kilpatrick (1 note that figures pertaining to criminal victimization 
obtained from methodologically sophisticated victimization research are likely to 
exceed those government crime surveys. 
In 1991. 1787 oleSCE!nts aged 14-19 years presented at Hospital 
Trauma unit for treatment of injuries arising from assault (personal communication 
quoted in Flisher. Ziervogel, Chalton, Leger & Robertson, 1 In study of 
high school children in the Cape Peninsula, Flisher et at (1993c) found that, of the 
total sample, 1 and 13.8% had been physically injured by another 
person at school, elsewhere, respectively. Eleven had injured 
someone during the previous year. In a study of speaking children (10-
16 in Khayelitsha who have been exposed to community (both criminal and 
political) Robertson, Zissis and (1 reported that all 60 
children had to indirect violence, 57 (95%) witnessed violence 
and 34 (56%) had experienced violence themselves. Only 3 had not 
directly witnessed or violence. The type of 
these children included being chased by strangers or 
sexual assault being threatened. Forty-five percent 
experienced by 
physical and 
witnessed at least one 
killing, 55% had witnessed at least one stabbing, shooting or other violent attack, 
33% had seen at one dead body and 40% had gunshots.9 
9 For further literature on violence in South Africa and in Cape Town see Butchart, Seedat 
and Nell Matzopo/ous and Bradshaw (1995), Ratemane, 
':;;rc.,prn~u .. and 
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1.3.2.1.2. CRIMINAL VICTIMIZATION ON SOUTH AFRICAN UNIVERSITY 
CAMPUSES 
Given the focus upon students in this study. statistics pertaining to levels of criminal 
victimization on South African university campuses will be briefly reviewed. 
University of Cape Town (UCT) Campus Control statistics (1997) indicate that in 
1997, incidents of common assault on UCT campus were reported, 8 of assault 
with the intent to cause grievous bodily harm, 5 of assault by 3 incidents of 
armed robbery and 2 of rape10, 67 cases of malicious injury to property, 2 cases of 
the possession of offensive weapons and 1 case of threatening and abusive 
behaviour. Potgieter (1993) cautions that a proportion of crimes experienced on 
campuses are reported to the national police and thus do not appear in Campus 
Control statistics. 
In research focusing upon campus safety at UCT, Rex (1995) reports that 16% of 
respondents were very concerned about their personal safety at UCT during the day 
and 47% of respondents were very concerned about their personal safety at night. 
were very concerned about verbal whilst on campus and 28% were very 
concerned about sexual harassment. Broadly, Rex (1995) that at UCT in 
1994, 'women students ... [were} Significantly more concerned about crime 
[particularly sexual harassment] than ... [were] male students. Black students 
tend[ed] to be more concerned than white students, and residence students ... [were] 
likely to be exposed to more crime than [were] non-residence students' (p. 33). 
In a study of campus crime South African universities and technikons from 
January to June 1992, Potgieter (1993) presents the following statistics:-
"'Ninety-five cases of common and were reported. In 19 fists 
had used during the while in 15 cases the victim was attacked with an 
hand. In 12 cases knives were used an instrument of assault and in 8 cases 
bricks/rocks were Sixty-four victims sustained an injury after an assault. 
'" Nine cases of rape or attempted were reported. 
'" Two cases of armed robbery were reported. 
10 For more information on sexual harassment at South African universities see 
Burton, Green and (1992), Ramphele, Molteno, Simons and Sutherland (1991), Omar 





















UCT has taken seriously the problem of criminal victimization on campus. In 1991, 
the then Deputy Vice Chancellor, Dr. Mamphela Ramphele, initiated a commission 
of enquiry into sexual harassment at UCT. In November 1997, as Vice Chancellor, 
she appointed a Risk Management Committee responsible for ensuring a safe 
campus environment for students, staff and visitors (New UCT initiative to ensure a 
safe, secure campus, 1997). The committee has stated its vision as being to 
'ensure a safe and secure campus for all students, staff and visitors,.11 
1.3.2.2. THE EFFECTS OF EXPOSURE TO CRIMINAL VICTIMIZATION 
A growing body of literature (e.g. American Psychological Association Task Force 
Report, 1984; Janoff-Bulman & Frieze, 1983; Kilpatrick et aL, 1985; Kilpatrick, 
Resick & Veronen, 1981; Kilpatrick et aL, 1987; Lurigio, 1987; Resick, 1987) 
suggests that criminal victimization can have serious effects on emotional well being 
and on the emotional well being of adolescents and young adults in particular. 
Pastore et al. (1996), in a study of violence and mental health problems among 
urban American high school students, found that students who reported knowing 
someone who was murdered were twice as likely to report suicidal ideation and four 
times as likely to report suicide attempts. Witnessing a stabbing was associated 
with twice the likelihood of reporting suicide ideation and three times the likelihood 
of reporting suicide attempts. Witnessing a shooting was associated with twice the 
likelihood of alcohol use (see also Schubiner et aI., 1993). In a study of the effects 
of exposure to violence upon adolescents (14-19yrs), Singer et at. (1995) report that 
exposure was significantly associated with depression, anger, anxiety, dissociation, 
posttraumatic stress and total trauma symptoms. Fitzpatrick and Boldizar (1993), 
looking at the consequences of exposure to violence amc:mg low-income African-
American youth (15-18yrs old), indicated that being victimized and witnessing 
violence were significantly related to the reporting of Posttraumatic Stress Disorder 
li For further detail on campus crime and violence beyond the South African context see 















(PTSD) symptoms (based upon DSMIII-R [American Psychiatric Association, 1987] 
criteria). Several other studies have documented a link between exposure to 
violence among youth, either as victim or witness, and their reporting of PTSD 
symptoms (Figley, 1989; Jaffe, Wolfe, Wilson & Zak, 1986). 
Kilpatrick et al. (1985) in a of a representative sample of adult women ...... l-I~ ... ' ... 
that rates of 'nervous breakdowns', suicidal ideation and suicide attempts were 
significantly higher for crime victims than for nonvictims.12 
1.3.2.3. POSTTRAUMATIC STRESS DISORDER13 
literature on PTSD is diverse and extensive. This review is limited to literature 
on PTSD as a consequence of exposure to criminal victimization and civilian 
trauma. This inclusion of a discussion of the definition of trauma. It 
will also focus briefly on ''''''' .... ''''''' of comorbidity and chronicity. 
1.3.2.3.1. DEFINING TRAUMAI THE 'CRITERION A ISSUE' 
Within the DSMIII-R (American Psychiatric Association, 1987) and DSMIV (American 
Psychiatric Association, 1994) diagnostic descriptions of Criterion A. the 
traumatic event, serves as 'the gatekeeper' (Davidson & Foa, 1991. p. 346) to 
PTSD. If a person not fulfill Criterion A - the required definition of a stressful 
event - even though he/she might manifest all the symptoms of PTSD -
this person cannot be diagnosed with PTSD. This issue has generated a great deal 
of central to this debate are that of stressor magnitude and 
subjective perception (March, 1992) 
The DSMIII-R (American Psychiatric ASSOCiation, 1987) provides a benchmark for 
stressor magnitude by stating that events must be 'outside the range of usual 
human experience' - they should therefore be catastrophiC rather than everyday 
events. The DSMIII-R (American Psychiatric Association, 1987) explains that 'usual 
and civilian trauma see Section 1.3.2.3.2. 
13 For DSMIII-R (American Psychiatric ASSOCiation, 1987) and DSM-/V (American Psychiatric 
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human includes such as 'simple bereavement', chronic 
business losses and marital conflict'. The DSMIV (American Psychiatric 
Association, 1994) stressor magnitude somewhat differently by stating 
that the event experienced, witnessed or confronted must involve 'actual or 
threatened death or serious injury or a threat to the physical integrity of or 
others', 
March (1992) suggests that 
despite general agreement that increasing intensity (dose) of 
exposure is proportional to risk, it can be argued that 
discriminating quantitatively between 'catastrophic' and 'everyday' 
events (according to DSMIII-R criteria) presents an impossible 
conundrum what is 'outside the range of usual experience' for 
one person may not be for another and events of lower magnitude 
still in symptoms of PTSD (p. 40). 
Similarly, in accordance with DSMIV (American Psychiatric Association, 1994), 
events that do not involve 'actual or threatened death or serious injury or a threat to 
physical integrity' might, as indicated, produce symptoms of 
(1985 March, 1 found that 8 patients developed the symptoms 
of without meeting either DSMIII-R or IV (American Psychiatric Association, 
1987 and 1994 respectively) criteria stressor Nonqualifying stressors 
included marital disruption, failed adoption plans and of a one. Helzer 
al. (1987 in March, 1992) found that miscarriage, a spouse's affair and poisoning 
were associated with PTSD. Solomon and Canino (1990 in March, 1992) found that 
PTSD symptoms were more prevalent persons experiencing common events 
(money problems, household injury/illness) than in persons exposed to a natural 
disaster. 
Whether or not an is traumatic depends also upon subjective perception and 
individual vulnerabilities. Thus, even under the most horrible circumstances, some 
individuals do not develop Davidson and Foa (1991) suggest that the 
likelihood of developing the symptoms of PTSD is determined partly by the 
magnitude of the and partly predisposing factors on of the victim. 
















likely to induce (at least initially) in most individuals; regardless of 
predisposition. At the opposite events that are minimally stressful 
people could be traumatic in the presence of multiple predisposing factors 
genetic, early deprivation, prior illness, prior and personality 
factors). for the importance of subjective perception is provided by 
studies that higher of perceived (Green et at, 1 in 
March, 1992), perception of suffering (Speed et aL, 1 March, 1992) 
cognitive perception of low controllability (Frye & Stockton, 1982 in March, 1 
exacerbate risk for PTSD. Pilowsky (1985 in Davidson & Foa,1991) rfAC::l"'rli'\A 
the emergence of PTSD-like symptoms in accident victims whose p"erception of 
danger far eXI:ee!CJ the actual 
Davidson and (1991) argue 'it may be unjustified to exclude from 
the diagnosis of PTSD if in fact they have developed Criteria 8, C and D symptom 
complex after low magnitude or universal experience [events]' especially such 
treatment of how symptoms were (p. 
347). This is an argument upon clinical orlrlcioles. In context of 
research, however, there is legitimate concem that loosening of A may 
result in too loose an application of the concept, thereby increasing false positive 
diagnoses. Conversely, of course, a narrow definition of Criterion A would increase 
false negative diagnoses by eliminating those people who develop PTSD after 
experiencing relatively magnitude 1992). Kilpatrick 
Resnick (1 note, moreover, in a research linkage specific 
stressor(s) and PTSD symptoms may be complicated and difficult when there is a 
history of multiple events. As March (1992) states, 
in summary, both the narrow and broad formulations of the stressor 
pose problems that they invite confusion, . 
clinical utility and fail to optimize the operating characteristics of 
criteria set. Moreover, they fail to represent empirically derived 
multicausal/multieffect approach that will be required to better 
understand potentially traumatic interactions between people and 
environmental events. 14 

















1.3.2.3.2. THE PREVALENCE OF CIVILIAN TRAUMA AND CRIME 
RELATED PTSD 
The results of studies on the prevalence of PTSD as a consequence of civilian 
trauma have been varied. Table 1.2. outlines prevalences obtained by a number of 
authors. It is evident from the figures shown in the table that the rate of PTSD 
appears to be higher amongst crime versus non-crime victims (Resnick et aI., 1993), 
amongst women versus men (Breslau et aI., 1991; Fitzpatrick & Boldizar, 1993; 
Kessler et aL, 1995; Shore et aI., 1989) and amongst victims of sexual assault 
(Breslau et aI., 1991; Kessler et aI., 1995; Kilpatrick et aI., 1987; Resnick et aL, 
1993). Breslau et al. (1991) account for higher prevalences amongst women by 
suggesting that, following a traumatic event, women are more vulnerable than men 
to developing PTSp. Kilpatrick and Resnick (1992) assert that, in general, the rates 
of PTSD associated with indirect victimization (e.g. witnessing an event) appear to 
be comparable with those associated with direct victimization (e.g. experiencing an 
event). 
A number of factors may account for variations in prevalence rates. Earlier studies 
which utilized DSMIII (American Psychiatric Association, 1980) criteria have, by and 
large, arrived at smaller prevalence rates than those using DSMIII-R (American 
Psychiatric Association, 1987) criteria. Keane and Penk (1988) suggest that the 
Diagnostic Interview Schedule (DIS)15 based upon DSMIII (American Psychiatric 
Association, 1980) criteria may underestimate the prevalence of PTSD. Prevalence 
rates also differ in accordance with definitions of Criterion A, criteria for the duration 
of symptoms and assessment at various periods post-crime (Kilpatrick & Resnick, 
1992). Moreover, Resnick et aL (1993) used telephone interviewing which might 
have influenced reporting and Breslau et aL (1991) suggest that recall bias might 
have been minimized in their study as a result of the youlJg age of respondents. In 
Resnick et ai's. (1993) study, in contrast to those of Helzer et al. (1987) and Breslau 
et al. (1991), respondents were not required to link their symptoms to a specific 
traumatic event. Advantages of this approach are that it does not require insight on 
the part of the respondent about symptom-event correspondence and that it allows 
for straightforward assessment of symptom presence in individuals who may have 
experienced multiple traumatic events. 
15 The Diagnostic Interview Schedule (DIS) or some modified version of it is the most 
frequently used PTSD assessment interview (Kilpatrick & Resnick, 1992). 
18 
 





University of Cape Town
Table 1.2. Prevalence rates of PTSD as a of civilian trauma 
AUTHOR(S) LOCATION SAMPLE INSTRUMENT PREVALENCE 
Total Trauma Crime Non-Crime Sexual Ass Men Women 
L% C% L% C% L% C% L% C% L% C% LO/ .. C% L% C% 
Breslau, Davis, Andreski Detroit n=1oo7 DIS 
and Petersen (1991) 21-30yrs DSMIIIR criteria 9.2 24 80 IS 11.3 
Breslau, Davis, Petersen Michigan n=801 DIS 
and Schultz (1997) mothers DSMIIIR criteria· 13.8 
Davidson, Hughes, Piedmont n=2985 DIS 
Blazer and George (1991) N. Carolina i18-95yrs DSMIII criteria 1.3 0.44 
US low income 
and Boldizar (1993) African American DSMUIR criteria 27 
I youth 
Heizer, Robins and ECA St louis n=2493 DIS 
McEnvoy (1987) mean age=38.7 DSMIII criteria 1 
Kessler, ::::"'"11":.1'" National DSMIIIR criteria 5 10.4 
Bromet, Hughes and Comorbidity -\0 Nelson (1995) Survey 7.8 
Saunders, Community 295 crime DIS 
Veronen, Best and sample- US 96 control DSMIII 
Von (1987) mean age=39.8 20.9 5.6 27.8 7.5 27.8 7.5 57.1 16.5 
Kilpatrick, Best and National random 1549 trauma DSMIIIR 
Amick-McMullan (1989)'· _II't""" US victims 
48 nonvictims 19 5 
Resnick, ~'I'u,' """, US 4008 adult DSMIIIR 
I Dansky, Saunders and women ... . .. . .. ... 
Best(1993) ! 18-34yrs 12.3 4.6 17.9 6.7 25.8 9.7 9.4 3.4 38.5 11.8 
Shore, VoUmer rural northwe!>t DIS . 
and Tatum (1989) communities -US DSMIII criteria 
not at risk from n=477 2.6 
Mt St Helens 2.9 3.3 
At risk n=548 3.6 
KiIDatrick 
···see 4 for events defined as crime and non-crime events by Resnick et al. (1993) 
- L %=Iifetime PTSD, C%=cummt PTSD 
Total refers to total and trauma to those who have eXDerienced trauma 











rl ll lia •













• eXc/fJderi traumatic events wftic/, did not accord with criterion A of DSMIIIR 
6
 . 
"in lp t and Resnick (1992) 











Epidemiologists (e.g. Kolb, 1989) believe that in the community frequently 
goes unrecognized by both the medical and psychiatric professions. Recognition. 
and treatment, however, may prevent long term psychosocial impairments such as 
alcoholism, suicide, violence and difficulty holding employment (Kolb, 1989). Kolb 
(1989) suggests that sufferers seldom spontaneously information and this 
contributes to the frequency with which the disorder is missed or mis-diagnosed in 
the general health setting. Davidson and Smith (1990) concur that 'in a clinical 
setting this disorder is not sufficiently recognized, even by psychiatric personnel. 
1 
Breslau al. (1991) found the following factors to be associated with increased 
vulnerability to PTSD subsequent to exposure to traumatic events: female sex, 
prolonged childhood from family history of anxiety, depression, 
psychosis and antisocial behaviour, pre-existing anxiety or depression and 
neuroticism, 
Resnick al. (1993) and Kilpatrick et (1989) suggest that incidents which pose a 
direct threat to life or the receipt injury are a factor for It 
repeatedly documented, moreover, (e.g. Breslau aI., 1991; Kessler 
Kilpatrick et aL, 1987; Kilpatrick aL, 1989; Norris, 1992; Resnick et 
aL, 1995; 
1993) that 
the event of completed rape poses a greater risk for development of PTSD than 
other crime events. In an unpublished study by Foa and Rothbaum (1989 in 
Kilpatrick & Resnick, 1992) a study by Kilpatrick, Saunders Amick-
Mcmullan (1989 in Kilpatrick & Resnick, 1992), rates of associated with 
were significantly higher than rates associated with other crimes (63.3% for rape 
and 36.7% for crime in the first study and 57.1% for rape, 15.7-33% for other sexual 
assaults, 36.8% for physical assault and 18.2-28.2% for robbery/burglary in the 
second study). 
1.3. 2.3.4. !:...J...;!i!!:!.J:!!.!.!:!..J::fl£!!~~!::!!"!"!' 
It has been widely indicated that is associated with other psychiatric 
disorders. Helzer et al. (1987) reported that persons with PTSD were twice as likely 
experience obsessive compulsive disorder, dysthymia and bipolar as 
were people without PTSD. Nearly 80% of with PTSD had some other 
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psychiatric disorder. et al. (1991) reported that the 2 most prevalent 
disorders were major and alcohol abuse/dependence, diagnosed in 
and 31.2% of group. A total of 82.8% of persons with PTSD had 
one or more other psychiatric disorders. et (1997) that 
of a sample of women with PTSD criteria for major in 
their lifetimes. al. (1991) similarly established that PTSD was 
associated with substantial psychiatric comorbidity (62% comorbidit.y). Respondents 
with PTSD were more than 20 times as likely than those without to have 
carried diagnoses somatization disorder, schizophrenia/ schizophreniform 
disorder or panic Social phobia, compulsive disorder, 
generalized were all more than 10 as likely to 
have occurred in subjects as to non-PTSD The 
likelihood of a respondent having any other DSMIII (American Psychiatric 
Association, 1980) disorder was 9.3 greater than for non respondents. 
Bleich, Koslowsky, and Lerer (1997) noted that depression, anxiety disorders, 
minor and are 
with PTSD. al. (1989) found a comorbidity and InCICa1[e that 
generalized anxiety disorder, major depression, phobias and alcohol abuse were 
common co-morbid disorders. The first 3 disorders were 1 to 2.5 times more 
common among women. Kessler (1995) indicate that a lifetime history of 
least one was in 88.3% of the men with lifetime PTSD and 
79% of women with lifetime 
The definition of PTSD by the DSMIII-R and DSMIV (American Psychiatric 
Association, 1987 and 1994 respectively) makes comorbidity with generalized 
anxiety disorder, panic disorder, social phobia and depression likely. Several of the 
Criterion D symptoms overlap with criteria for General Anxiety Disorder (irritability, 
poor hypervigilance, startlement, poor An overlap with social 
phobia, simple phobia and disorder may be on the 
82 and It is also expected that PTSD and depression coexist because of the 
inclusion of loss of interest, a sense of foreshortened future, avoidance of other 
people sleep impairment as diagnostic criteria for both PTSD and depression 


















The issue of the primacy 
(1997), in their study of 
in their study felt that 
disorders remains unresolved. Bleich et 
combat victims, suggest that the majority of patients 
and Major Depressive Disorder (both lifetime and 
current) emerged simultaneously after the traumatic event. An alternative 
hypothesis may that that develops after the traumatic exposure 
is a secondary of PTSD. This is supported by studies that found 
PTSD to be antecedent to depression (Jordan et aI., 1991 in Bleich aL, 1997; 
Mellman 1 et ,1997). Breslau et at (1991), however, suggest 
that vulnerabiiity traumatic events is significantly increased in 
persons with of or affective disorders. 
(1997) propose that is not the cause of subsequent depression but a 
of pre-existing vulnerability depression that also increases the risk 
PTSD. They IJv;:'u.uc:u .... moreover, that preexisting major depression InClrAa:!;A~ the 
vulnerability for inducing effects of traumatic events. (1 
estimate that with to all other comorbid 
between of the among men and between 40.8% 57.6% 
of the time among women. They suggest that 
while often occurs before other comorbid conditions, it usualiy 
occurs to at least one previous DSMIII-R disorder...this 
assessment of lifetime PTSD would likely 
show both it often occurs to people with a history and it"is often 
as~'OC!lalE!O with sub equent onset of yet other disorders {po 
1 
1 DURATION AND CHRONICITY OF PTSD 
that 
is well established. Kessler et at (1995) conSistently found 
in more than one third of persons even after many 
,.t::>"',I::u\"~t'I treatment. Breslau and Davis (1 found 
a duration of more than one year. Davidson et (1 ) 
established became chronic in 46% of all cases. When g .. ",,,,I,,, 
(1991) chronic as the duration of symptoms for at least 3 
found that the lifetime prevalence of chronic PTSD was 3.3%-1.3%·in men 
4.7% in women. 
22 
 













1 ADJUSTMENT TO UNIVERSITY 
In addition to a;:';::,C;:';;)1I minor psychiatric morbidity (including PTSD), the specific 
focus of this study on a sample necessitates an upon 1;:';:".lC;:' 
which may specifically effect the mental health of students in South Africa, as 
adjustment to the social, and financial demands that university ImOIOSE!S 
This review will focus exclusively upon 1<:I<:I,,,,g<:l related to South African universities 
the University of Cape Town. 
Adjustment to university may be difficult for students from many 
backgrounds. However, it may be particularly difficult for those students who have 
disadvantaged by an inferior school education, as well as those students who 
the university environment culturally alienating, those who are studying in a 
second language and facing financial and socio-economic difficulties. 
Students who have Djecte~a to an inferior under 
"",." • .,. ....... face particular stressors trying to cope with the expectations of 
university. In the UCT Review Committee report for the n&:Of'lnn 
05/01/98-13/02/98 (Van der Merwe, 1998), it is stated that 31 of 38 students 
(82%) who appealed to the readmissions committee completed their secondary 
education in schools which fell under the erstwhile Departments of Education 
Training (DET) , House of Representatives and House of Delegates. 16 The 
Readmissions Committee Assistance Officer who counselled and aSSisted students 
appealing against the decisions of the Readmissions Committee in her report 
for the period 13/01/97 - 14/03/97 that the students to whom she attended were 
mainly from educationally disadvantaged backgrounds (GOliath, 1997). Many of 
students who were not readmitted on grounds academic performance were 
struggling financially (GOliath, 1997). In counselling these students, the 
Readmissions Committee Assistance Officer became aware of their feelings of 
isolation and alienation at the university (Goliath, 1997). 
16 The Departments of Education and Training, House of Representatives and 
Delegates were, under the education departments dealing with 
















Research conducted in 1995 by the Equal Opportunity Research Project 
into non-classroom related factors affecting academic performance at UCT (Hall, 
Rex & Sutherland, 1995) indicates that, overall, Black students tend to struggle 
academically relative White students. The researchers attribute this pattern a 
variety of factors including disadvantaged education (specifically and Transkei 
schools). less educated parents and speaking English as a second or third 
language. They indicate, that women achieve 'middle of the range' academic 
results (60-70%), whilst more men are at the top and bottom ends academic 
spectrum: 53% average below 60% and nearly 20% average over 70%. When 
both and are examined in relation to results the following patterns 
White men obtain more firsts and upper seconds any other 
group, while of Black men average below 60%. Half of the 
Black women in the sample below and more than half 
of the White women average 60% to 70% (p. 13). 
Discrepancies between first and second or third language speakers' results are 
highlighted; while 21 % of English speakers average above 70%, only 3% of 
IUUC::!UC EngHsh speakers the same level. Sixty-three percent of C:~l~nnirt 
language speakers average below 60%, in contrast to 40% of first language English 
speakers. 92% of the second language English speakers are the 
disadvantage of studying in a second language affects mostly Black students' 
performances. A strong correlation was found to between stuae'1ts" 
educational blalckground their academic performance at UCT. Specifically, 
graduates of Black government schools perform less well than do students from 
white government or private schools. While 11 % of the sample was made up of 
graduates of and Transkei schools, they comprise more than half of all failures 
in sample. et at (1995) suggest that, for many students at UCT, effort 
expended and results obtained do correlate. For .".,,,."""'-"" more Black students 
than White students make apPointments to with 
assignments with lecturers for feedback. 
In the sample of students examined by the (1995), most expressed positive 
perceptions of UCT. Seventy-nine percent reported that they feel that they belong 
to UCT. Hall et at. (1995) that the group most alienated from the institution 













experience university, reporting high levels of frustration and alienation from the 
institution' (p. 42). 
UCT a to address the above-mentioned difficulties 
experienced by particular students. In 1 Vice 
(Ramphele, 1997). it is stated financial aid for needy undergraduate 
continues as a major priority. Academic Development Programme (ADP). in 
an attempt to address inequalities in South Africa's educational system, assists 
students from disadvantaged backgrounds to realize their academic potential. 
1.3.4. 
In view of concerns expressed by MHP's at SHS and given the high incidence of the 
co-morbidity of various minor psychiatric disorders with substance abuse 
sections 1 and 1 this research also upon the prevalence 
of attending of A 
comprehensive review of literature on the area of abuse will not 
conducted. review almost exclusively upon Southern African 
relating directly to this study. 
1.3.4.1. ALCOHOL 
1.3.4.1.1. ~~~:!::::.L~~=.!!!l2...!!l:!...!:.nmt!!l!:~::!..5.!::!'!::::"'!~~:!5...;S!5..L!.!!!.:!.S!2 
Patients seeking general medical care frequently a high rate of alcohol 
problems (Magruder-Habib, Durand & Frey, 1991; Nilssen & Cone, 1994). et 
at (1 suggest that 20% of adults visiting primary health care settings 
problems with alcohol at some time in and Magruder-Habib 
et (1 ) estimate the be between 4 
1.3.4.1 
have Ina!IGaI8a high of alcohol consumption amongst youth in 
South Africa, and in the in Table 1 
prevalence of alcohol use risky drinking "' ....... ,"' ...... .,.. adolescents young 

















Eide and Acuda (1995) 
Epstein (1987) 
Flisher, Ziervogel, 









Parry, Tibbs, Cummins, 
Brice, Angellos, 
Thompson, Stretch and 
Stoppel (1994) 
Parry et al. (1994) 
Prevalence rates of alcohol use and risky drinking amongst adolescents and 
young adults in South Africa 
SAMPLE DEfiNITION RECENT USE PREVIOUS USE RISKY DRINKING 
RISKY DRINKING 
TOTo;. f% M% TOT% f% 
white high school drinking on 2 or more 
stUdents (national) days per week 10.3 
grades 11-12 
high school students 
(Zimbabwe) 33 41 
12-21 yrs 
current drinkers in sometimes, nearly 
grade lOin 2 East always or always get 
london schools intoxicated when you 20 
n=309 drink 
high school students 5 or more drinks on one 
in Cape Peninsula or more occasion in 26.2 Afrikaans 10.2 
grades 8-12 pasl14 days English 14.7 
n=734O Xhosa 5 
high school students 
in lesotho 46 54 41 
11-22 yrs 
3 high schools in had 5 or more drinks at 
Cape Peninsula least once in past 14 Black 3.6 
n=497 days Coloured 25 
Grade 10 White 18.4 
UCT stUdents drinking throughout the 
n=71 weekend once a month 28.3 
91 % black students 
high school students 5 or more drinks at least 
in greater Cape Town once in past 14 days 83 23 
n=34O 
12-18yrs 
UCT stUdents 5 or more drinks at least 















In Parry and 
Bennetts (1998) 
Key 
Tot % :: total % 
F% = % of females 


















































With reference to 1 Eide and Acuda (1995) found that white male 
adolescents, and adolescents from higher socio-economic groups were found to be 
most likely to drink alcohol. Parry et al. (1994) in their study of students found 
white students were most likely and Coloured students likely to 
1'\.:>1"1"I .... 'lCll heavy drinkers. Most students rlCllnl"l"li:~n drinking at social In a 
study of drinking patterns amongst students in a university self-catering residence at 
the University of Cape Town, Nkhoma and Maforah (1994) found of the 71 
respondents (91% of whom were Black students, Coloured students and 2% 
Indian students), 74.7% were drinkers. drank on Friday nights and 
and 26.4% throughout (Friday, 
One respondent drank throughout the week. 50.9% drank least 4 
times a month and 18.9% drank 2-3 times a week. Almost 58% of the respondents 
believed that alcohol consumption amongst students in residence is t:A\ .. t:O:>O:>IVIC;. 
18.9% of the sample had advised to drinking and 26.4% had to 
honour responsibilities as a consequence l!:Il/",I"hl"ll consumption. 
undertaken in the United States (Baer, Kivlahan & Marlatt, 1 
Isaac, Grodstein & 1994; Wechsler, Dowdall, Davenport & 
Castillo, 1995) suggests that binge drinking during high school is strongly predictive 
of binge drinking in (university). 
A number of studies on alcohol consumption and amongst aaults in South 
Africa have been conducted Gatley, 1989; Myrdal & Potgieter, 1 Rocha-
Silva, 1 Rocha-Silva, 1 1991b; Yach & 1988} but are not directly 
drinking 
Donovan, 
the sample being '"' ...... ~.,wU in this research. 
" 
rnnnn':::T university and young see Crowley (1 ), 
and Jessor (1983), Engs (1977, 1 Hanson and (1992), 
Harford, Wechsler and Rohman (1983), Igra and Moos (1979), MacDonald, Fleming 
and Barry (1991), Nezlek. Pilkington and Bilbro (1994), O'Hare (1990), and 
Lowe (1989). Wechsler, Davenport, Dowdall, Moeykens and Castillo (1994), 
Wechsler, Dowdall, Davenport Rimm (1995). 
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1.3.4.1.3. ALCOHOL ABUSE AND CO-MORBIDITY 
Based upon epidemiological research in the United States, Helzer and Pryzbeck 
(1988) report that 'alcoholics' are 3.9 times as likely as 'non-alcoholics' to engage in 
drug abuse and 1.7 times as likely to suffer from depression. Similarly, Camatta 
and Nagoshi (1995), Deykin, Levy and Wells (1987) and Kushner and Sher (1993) 
indicate that heavy drinking amongst college students in the United States is 
associated with MPM (depression and/or anxiety in particular). Patel et al. (1997), 
however, in research done in Zimbabwe found that alcohol use was not associated 
with psychiatric caseness. 
1.3.4.2. ILLICIT DRUGS 
Few epidemiological studies on drug abuse have been conducted in South Africa. 
Flisher et al. (1993b), in their study of high-school students in the Cape Peninsula, 
found that drug use mainly involved cannabis (7.5% lifetime use and 2.4% in the 
previous 7 days) and solvents (10.9% lifetime use and 2.6% in the previous 7 days). 
1.6% had ever smoked methaqualone (mandrax) and less than 1 % reported recent 
use. 0.5% reported lifetime use of injectable drugs with 0.2% having used 
injectable drugs recently. Overall, males reported greater drug use than did 
females, usage increased with age and Xhosa speaking males reported greater 
current drug use than other subgroups. Xhosa speaking females reported the 
lowest lifetime and current use of illicit drugs. With the exception of Xhosa speaking 
males, Flisher et al. (1993b) came to the conclusion that the consistently large 
disparity between lifetime and recent use is indicative that, for the ~ajority of Cape 
Peninsula adolescents, drug usage is generally of a temporary and experimental 
nature. 
Rocha-Silva, De Miranda and Erasmus (1996) undertook,a national study of alcohol 
and drug use among Black youth (10-21 years). 5.5% of the sample (n=1378) 
admitted to currently using cannabis - this usage was restricted to males in urban 
areas. 1.5% of the sample admitted to using LSD within the last 12 months, 1.7% 
for Mandrax, 0.8% for Cocaine, 0.9% for heroine and 2.9% for Steroids. 
Rocha-Silva (1991 b) reported that, amongst Black adults in metropolitan areas, 
current use of substances other than alcohol was significantly higher for males than 




















and cocaine respectively. 
was negligible. 
percentages of female users of these substances 
1.3.4.3. EFFECTS OF SUBSTANCE ABUSE ON ACADEMIC 
PERFORMANCE 
This area inadequately studied in South Africa (Parry, 1997). However, in 
a study in the United States, Yamada, Kendix and Yamada (1996) found that 
frequent alcohol consumption and cannabis use significantly reduced the probability 
of high school graduation. Nystrom, Perasalo and Salaspuro (1993) state, 
moreover, that 'alcohol-related problems often constitute a major reason why 
university studies are discontinued or considerably delayed' (p. 528). 
1.3.5. 
Although this research is focused specifically upon the UCT its results may 
have implications for mental health services rendered to students UCT as a 
whole. This section will briefly examine the role student mental health 
and will then outline the mental services available to students at 
Arnstein (1990) suggests that student mental facilities should offer a range of 
therapeutic, educative and consultative services. He recommends that the following 
services are provided:-
1) Offering counselling/psychotherapy to students who it for symptom 
or developmental problems. 
2) More general counselling services related to careers, study habits 
3) Evaluation of students' emotional states and referral elsewhere for treatment 
4) The provision of training, consultation and supervision for university staff. 
The provision of health education programs related to emotional problems. 
6) The offering of liaison and support to counselling services. 
7) Providing evaluations of students for administrative purposes such as 
disciplinary or 
8) Consultation to the university administration regarding policy matters r91alt9a 
to mental health issues. 













See appendix 18 for information on mental health C:"""\/II""~C: 
other universities. 
at 
Mental health and/or counselling services are currently offered by the SHS, the Child 
Guidance Clinic, the Office, the Student Advice and the Sexual 
Harassment Prevention Support Service (SHARPSS). the methods by 
which this information was obtained, see Chapter 2, section ). 
The SHS is Jocated on the campus and offers short 
appointment basis. who are not on financial aid are ,...n!:.,. .... t:~.., 
accordance with the 
Chapter 2, section 
"~e.~nT<:OTI\,'~ A.ssc)Ci;:.ticln of Medical 




embarked upon a campaign to reduce alcohol use and abuse on campus. The Child 
Guidance Clinic, located near on lower campus, is a teaching and 
training environment for students in Clinical Psychology offers students 
short and medium term therapy. is a waiting list and e~"\/I""~C! are charged for 
on a sliding scale. The UCT Office on middle career """',fI,... .... 
and guidance, by appointment and of charge, to The 
Student Advice Bureau is 10catEIC on Upper Campus. It employs two full time clinical 
workers who term counselling on a walk in wait basis. 
offered by the, Student Advice Bureau was initially structured as a way to 
disadvantaged students in adjustment to UCT. Counselling here 
have since been broadened and with a range of emotional ,,;)': ..... ;;;;~ the 
clinical social workers is also <:oli''1nil:.1'1 to the Sexual Harassment Prevention 
Support Service and is for providing related counselling 
UCT currently has no unified policy to students' mental health. Approximately 
10 ago, a Student Counselling Co-ordinating Committee (SCCC) was formed. 
was a formal of the Student Affairs Committee a wide 
of stakeholders (e.g. wardens, faculty officers, of 
SHS and Careers Office). to time pressures of committee as well 
as budgetary constraints, this was disbanded about 2 It laid 














heaCleCl by a of Students, at the of 1 
(Director of personal communication, 
*********** 
Chapter 4, section 
151999). 
Having reviewed, with particular slated foci, the literature relevant to this study, using 
t.:;OIClDlera and Huxley's (1980) 'pathway to as a guiding framework, it 
is evident that the decision to consult, the of presentation of illness and 
detection of MPM by medical practitioners cannot be taken for granted. This applies 
to the emotional effects of to civilian trauma (which the literature 
SUClceiS1S is significant in South Africa) and to abuse. Literature on co~ 
morbidity indicates that depression, anxiety, and substance abuse are likely to 
context of this study in a 
Ii;)i;)''''''i:! rOI,:.vOrl to adjustment 
in South Africa necessitates a focus 
student mental health services. 
this review of the oDllecuves of study are summarized below. 
1.4. RESEARCH OBJECTIVES 
1. 
study has the following aims:~ 
to screen for the prevalence of 
SHS at UCT. 
MPM amongst students <:ott~:. .... rI!i ........ 
2. to estimate the prevalence of the experience of crime and non-crime civilian 
traumatic events attending the SHS at UCT. 








extent of suIJst,am::e 
the SHS at UCT. 
to assess to which clinical staff 
psychiatric morbidity amongst students attending the 
(alcohol and drugs) 
and to 
examine the nature of treatment and referral patterns of students so identified. 
7. to assess implications of this study to mental for students 















CHAPTER 2: METHOD 
2.1. POPULATION AND SAMPLING 
A sample of students ::::: 515) attending the general health services of 
the at UCT on weekdays between May 1998 and June 11 1 inclusive 
was screened. All the participants were registered students at UCr. Excluded from 
screening were patients who were too ill to fill in a questionnaire, who needed 
emergency medical attention, who were repeat attenders (Le. had already 
once during the time the research was being conducted had thus 
screened), those who refused to participate and those who had appointments with 
mental health practitioners. 
A breakdown of patients attending the SHS on weekdays in period from May 26 
1 to June 11 1998 is outlined in table 1. 
Table A breakdown of patients attending the SHS from May 26 to June 11 
1998 













Table 2.2. Reasons for nO/'-Ce)mjD/elrlon 
The medical personnel (doctors and nurses) who ::ITTj:llnl'lQn individual 
participants were also 
all practitioners (full-time 
1 
fill in a questionnaire 
part-time) employed by 
These were 
SHS. 
The sample size was calculated in accordance with an expected point prevalence 
MPM of 20%. point prevalence was chosen since it roughly represents a mid-
point of prevalence of MPM found in clinic in developing countries 
section 1 1 to obtain at 1 with MPM, a sample 
size of approximately was required. 
This was a cross-sectional study of students attending general medical "'gr''' .... '; .. , 
were screened to the point prevalence of 
probable cases prevalence of exposure to crime and non-crime civilian 
traumatic events, of symptoms of adjustment to university 
and the extent and nature of substance abuse. the pilot nature of this study, 
a second stage case identifying method was 
detection of MPM, with referral patterns was 
personnel attending to the student sample. 
2.3. SITE 
Information on the 
obtained from 
study took place the UCT SHS which is on the Protem campus. 
is open from to 12h30 and from 13h30 to 16h30 on weekdays. The 
SHS is staffed by nursing sisters, social workers, a 
psychiatrist support staff. One full-time is also the director 
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~rnlnln\lfI:. 3 full time nurses, 2 5elS51(mCl nurses 
psychologist, 4 sessional nfl:.IJrnlnlrU'Ifl:.Tfl:.IC:nrll:l 
2 nurses on standby, 1 half 
1 sessional psychiatrist 
and 5 secretarial and administrative staff. lI\'l:I1f,nr,fI:. with nurses are of 
whereas doctors and psychOlogists charge rates in accordance with the 
Representative Association of Medical ~rrlArn Students on financial aid are 
seen of charge. 
2.4. INSTRUMENTS 
2.4.1. STUDENT QUESTIONNAIRE 
A questionnaire including Self .... """'l"\lf"I'. Questionnaire (SRQ) (see section 
1.1.), questions Cl5l::ie5l'lI nr"',Vl:IIAnC'A of exposure to crime and 
traumatic events prevalence of symptoms 
section 2.4.1.2.), the frequency and Stress Disorder 
substance abuse (see section 
section 2.4.1.5.), socio-demographic 
2.4.1.4.; 2.4.1.7.), was administered 
as well as adjustment to university 
other details {see sections 1 
the student sample. 17 
2.4.1.1. 
SRQ is a 20 or 25 pOint, administered instrument with a binomial 
response format that was aS1I1SII:JDf'm to screen for MPM in primary health in 
developing countries (Harding 1983). A respondent is considered to a 
potential psychiatric case if total number of 'yes' answers to the first 
questions (the 'non~psychotic' or items) reaches or surpasses a 
value (cut off point), if at one answer is given for the 5 
'psychotic items' and 1 item asking about convulsions) or if both 
Each of the items is el'",rt:ll"t 0 or 1 - one for an affirmative answer and 0 for a 
negative answer. The maximum score is therefore 20 (for 
SRQ25). 
17 See appendix 5 
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was developed as WHO collaborative on strategies for 
mental health care which started in 1975 (Harding aI., 1983). The first 
20 items (the SRQ20) were from 4 instruments in a variety of cultural 
the Patient Self-Report Symptom Form (PASSR), an instrument developed 
and tested in Colombia (CHment & Plutchick, 1980 in Harding et aL, 1980); the PGI 
Wo·,.I? .... Questionnaire 
& Wig, 1977 
(GHQ) used by Goldberg in 
1972 in Harding 
by Wig and colleagues in Chandigarh, India 
1980}; The Health Questionnaire 
and later validated 
1980) and other ~.co."rtr"n 
United States 
and the"symptom' 
on the shortened version of State Examination (Wing et aI., 1974 
in Harding et aI., 1980). 4 'psychotic' items were R!!!IC~.co .... on the items in Foulds' 
Symptom Sign Inventory (Foulds & Hope, 1968 in Harding aL, 1980). There is 
a question asking about fits/convulsions (together constituting the SRQ25). 
has been used many studies in developing including 
Colombia, India, the Philippines and Sudan (Harding 1980), Brazil (Mari & 
Williams, 1985), Guine-Bissau ( De Jong et aI., 1986), Kenya (Dhadphale et at, 
1 1983), Senegal (Diop aI., 1982), Ethiopia (Kortmann & Ten Horn, 1988), 
(Hall & Williams, 1987), Colombia (Lima, Samaniego & Pai, 
1992), India {Sen, 1987}, (Rahim & Cederblad, 1989) and South Africa 
etal.,1 etal.,1991; eta!.,1996; Rumble, 
1 Thorn et aL, 1993). 
SRQ is a screening instrument, designed to identify possible cases of MPM. 
Psychiatric status needs to confirmed by the use of a more extensive psychiatric 
interview (gold standard or second stage criterion) (Beusenberg & Orley, 1994). 
1.1.1. 
is assessed by determining the relationship of with a clinical 
assessment by a trained investigator using a structured research interview (i.e. a 
'gold standard') (Beusenberg & Orley, 1994). This may be done by 
measuring the correlation between the SRQ and the criterion (the higher the 
correlation between the the higher the criterion validity) or by the use of 
validity indices like sensitivity. specificity and overall misciassification rate 
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(Beusenberg & Orley. 1994). These indices indicate how well the results of 
SRQ match results from 'gold standard' (this is based upon the underlying 
assumption that the psychiatric assessment of the 'gold standard' is correct) . 
• Sensitivity.- is a measure of screening instrument's (the SRQ) 
ability to detect true cases of psychiatric morbidity (as identified by the criterion 
instrument). A sensitivity of 100% means that the screening instrument detects all 
true cases of psychiatric morbidity_ A high sensitivity, therefore, indicates a low 
false positive rate . 
• Specificity.- This is a measure of the screening instrument's ability to 
the true non-cases of psychiatric morbidity (or normals') (as identified by 
criterion instrument). A specificity of 100% means screening 
detects true non-cases of psychiatric morbidity_ A high specificity, tho, .. of,,... .. o 
indicates a low negative 
and specificity of a screening instrument will in accordance with the 
cut-off point chosen to distinguish a probable case from a probable non-case. The 
choice of a cut-off value involves a compromise between sensitivity and specificity; 
increasing 
Orley, 1994). 
causes a decrease in specificity and vice versa (Beusenberg & 
Misclassification Rate:- the proportion of respondents who are not 
correctly assessed. 
Since this is a pilot study which is not utilizing a second-stage criterion, validity 
estimates of the SRQ will be based upon those established in other studies. 
Perhaps the most likely study to to in this case is that of Rumble (1994) who, in 
study of the prevalence of psychiatric morbidity in the. adult population of 
Mamre, undertook the most recent validation of the SRQ in the Western in 
South Africa. It should be noted, however, that Rumble's (1994) was a community 
study whereas this study is being conducted in a clinic setting. Rumble (1994) 
arrived at a sensitivity coeff~cient of 49% and a specificity coefficient of 82% 
(coefficients weighted back to original sample). This is indicative of a high 












Table 2.3. indicates validity coefficients arrived at from research using the SRQ in 
other developing countries:- (Table adapted from Beusenberg & Orley, 1994, p. 18) 
Table 2.3.19 Validity coefficients of the SRQ in developing countries 
Bhagwanjee et al. South Africa 8 62.5% 18% 
(1998) (community) 95.6% • 
718 95.2% not mentioned 
Deshpande, Sundaram India (clinic) 819 62% not mentioned 
and Wig (1989) 
EI-Rufaie and Absood United Arab 516 24% 
(1994) Emirates (clinic) 
Harding et at. (1980) 4 developing 3-11 73%-83% 72%-85% 18%-24% 
countries (clinic) 
Kortmann and Ten 
Horn (1988) Ethiopia 
'psychiatric' group (combined) 819 77% 44% 30% 
'somatic' group 63% 68% 33% 
'control' group 0% 100% 12% 
Mari and Williams Brazil (clinic) 718 83%" 80%" 18% 
(1985) 
Penayo, Kullgren and Nicaragua 58% not mentioned 
Caldera (1990) (combined) 
Petersen et 8 93.9% 62.5% not 
(community) 54.37 • 95.55 • 
Rumble (1994) South Africa 718 71% 65% 33% 
(community) 49%· 82% • 
Sen (1987) India (clinic) 11112 23% 
• Coefficients weighted back to the original sample. It of validity coefficients may be 
inappropriate as few studies weight their coefficients back to the orignal sample (Rumble et al., 1996). In a 2 stage 
study, failure to use weighting techniques will/ead to inaccurate validity indices and prevalence figures (Beusenberg & 
arley, 1994). For more information on weighting techniques see Beusenberg and Orley (1994) and Rumble (1994) . 
•• Figures for the total sample are not available. The study was conducted in an outpatient department of a hospital. 
Patients who are appointed to one of the somatic clinics constitute the 'somatic' group (n=40); patients referred to the 
psychiatric clinic constitute the 'psychiatric' group (n=30). A sample from the Addis Ababa (Ethiopia) community is called 
the 'control' group (n=40). 
19 Studies which are mentioned frequently in this dissertation but do not appear in this table 
(e.g. Hal! & Williams, 1987; De Jong et al., 1986; Diop et al., 1982; Freeman et al., 1991) 























involves 'a judgement of whether the instrument samples all the 
(Beusenberg & Orley, 1994, 
SRQ has high content validity in 
(anxiety, depression and somatoform 
there is no question in the SRQ related to UU:"C:,.lSIV 
but since individuals with obsessive-
etn"I'I.:lO,ret often have depressive and anxiety symptoms, 
form of disorder may be detected by the instrument. 
& Orley, 1 p.12) 
2.4.1.1. RELIABILITY OF THE SRQ 
a. This depends upon whether consistent results are 
produced between interviewers. This did not arise as an issue in this study 
was not interviewer administered (see section 2.5.). 
or 
b. there is little available research on the internal consistency 
of lacoponi and Man (1989, cited in Beusenberg & Orley, 1994) 
internal consistency of the Portuguese version of the A 
!:I'fIC!Y!:It"Ynlr\1 coefficient of 0.81 was obtained. Tafari et al. (1991! cited in 
ljelUSe~nDera & Orley, 1994) found an average inter-item correlation' of 0.4. thus 
demonstrating an acceptable degree of internal consistency. 
c. ..:..=:::;.:...:.==-:...=:.!.:E!':l!d!"d..": - there i  a paucity of research in this mainly 
1 
measures health status, which over 
from estimates of test-retest reliability. 
mental health status and unreliability of the 
& 1994). 
SYMPTOMS OF POSTTRAUMATIC STRESS DISORDER. 
This part of the questionnaire (section 3) was based upon the DSMIII-R (American 
Psychiatric Association, 1987) and DSMIV (American Psychiatric Association, 1994) 
for PTSD.20 The literature on PTSD was also consulted. 













Regarding the definition of a traumatic event, was taken of the 
surrounding the utility of only assessing PTSD for events that involve 'actual or 
threatened death or injury, or a threat to the physical integrity of self or 
others' Association, 1994, p. 427). It is suggested by some 
authors (e.g. 1991) that of magnitude may rise 
to PTSD symptoms section 1.3.2.3.1.). clinical working at the SHS 
felt that students were experiencing traumatic events which might not necessarily be 
life-threatening and suffering the emotional consequences of these. Therefore, in 
assessing to traumatic events, a question allowing a fairly broad 
interpretation of trauma was included - 'Have you or experienced any 
situation that was frightening or traumatic or where you felt that your life, or that of 
someone was in i"f"""'''I''I.cl . Participants were 
to this question. 
as me'eting Criterion A 
for PTSD if they 
The nature of this 
options from which 
and other. 
event was assessed by providing participants with 6 
: threat, beating, knife shooting, sexual assault 
The duration of symptoms was loosely assessed by a question asking when the 
traumatic event occurred. Note, however, that this not accurately assess 
duration of symptoms, but rather length of time since the event occurred. 
(see section 1 
regarding of the traumatic event were by asking 
participants to choose from 5 location categories: home, UCT campus, UCT 
residence, neighbourhood and other. 
Thirteen 'symptom' were then asked, based upon DSMIV (American 
Psychiatric Association, 1994) C and D, using a binomial l"ii:Ioc:nnr"lC:ii:Io 
format. Where items from DSMIV (American Psychiatric I"'\;;)."U,",ICHIUI 
classification for """11"~:'''''''rll\I been asked in the aUlest.ionls were 
not repeated in section 3 of questionnaire (i.e. questions 3 and 11 in the 
39 
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They were, however, used in <;;I"'nlnnn 21 that in questionnaire, DSMIV 
(American Psychiatric Association, 1994) I"'ntj~l"IJ:I B4 and B5 are combined, as are 
criteria D4 and D5.22 
A positive PTSD diagnosis was 
Psychiatric Association, 1994) 
Criterion B, C and D symptoms 
The questions in section 
various alcohol e ... I".~.:. ... 
if a respondent met DSMIV (American 
by having the necessary number of PTSD 
two respectively) . 
.... .,..,"' .... loosely upon some of the questions from 
with in primary health care settings, 
including ae\JrelOloea by McMenamin {1994}, the CAGE (Mayfield, McLeod & 
Hall, 1974} and Alcohol Misuse Screening Questionnaire (Parry, 1 
The frequency of alcohol consumption, together with that of 'binge-drinking' or 
more drinks at a time), drinking' (spending most of one's waking time 
drinking) and the of drinking are assessed. Questions about the 
and extent of consumption and other drugs are included. 
Section 5 of the questionnaire was designed to ascertain whether students had 
previously 
occurred the 
mental health professionals and whether this consultation had 
or elsewhere. 
1 QUESTIONS ASSESSING ADJUSTMENT TO UNIVERSITY 
Questions in Section 1 of the students' questionnaire were designed 
to assess sense of adjustment at UCT and their subjective sense of 
coping both academically and financially . 
.t.Inn,~n{'j'jy 6 for a table showing the relationship between DSMIV (American 
PS\l'chi~itric 1994) criteria and questionnaire items. 
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2.4.1.6. DEMOGRAPHIC DETAILS 
Students' gender 23, 'race', age and place of origin are ascertained in Section 1 
(questions 1,2,3,4) of the questionnaire. 
2.4.1.7. STUDENTS' REPORTED REASONS FOR AITENDING SHS 
Question 11 of section 1 was designed to obtain information on participants' 
understanding of their reasons for attending the SHS. 
2.4.1.8. VALIDITY AND RELIABILITY OF STUDENT QUESTIONNAIRE 
SECTIONS 1,3.4,5. 
Since the questions in sections 1,3,4 & 5 of the Student Questionnaire were 
compiled specifically for the purposes of this research, little information on validity 
and reliability is available. Although this is potentially a limitation, it is not specific to 
this particular research and does not imply that information obtained from the 
questions should be discarded. Moreover, most of the questions in sections 1,3,4 & 
5 are not measurement devices. This reduces the significance of concepts related 
to validity and reliability. 
2.4.1.8.1. VALIDITY 
a) Construct validity of questions assessing PTSD 
The construct validity of these questions remains questionable in so far as the 
construct of PTSD itself, as a diagnostic category, is debatable. See Chapter 1, 
section 1.3.2.3.4., Chapter 3, section 3.4.6. and Chapter 4, section 4.2.8.4. 
b) Construct validity of questions on substance abuse 
This depends upon the validity of definitions of 'risky drinking' (e.g. whether, in fact, 
drinking more than 5 drinks on one occasion constitutes 'risky drinking'). 
23 The publication manual of the American Psychological Association (1994) states that 
'gender' is cultural and is the term used when referring to men and women as social groups. 
'Sex'is biological and its use would probably be more strictly accurate in the context of this 
study. However, as the publication manual of the American Psychological Association (1994) 


















The test-retest reliability of in sections 1,3,4 & 5 has not been 
measured. This is partly a result of the fact that this research has not been 
replicated, but for reasons outlined in section 1.1.2 (c). 
b) ==:':"===:..:..:::..1. 
The concept of internal 
1.3.4.& 5 
not apply to all the questions in sections 
information and are not measurement devices. 
However, the 
consistency. 
ii:li~T.,,.,,,"I~ on could conceivably be tested for internal 
2.4.2. 
A brief questionnaire was !:Irlrninii~tii:lirii:lirl clinical staff (nurses and doctors) 
patient seen, the practitioner was 
of questions: 
attending to the student sample. 
required to complete 4 rliff,CIlrii:lilrlt 
1. 
This schedule of yes/no questions and has been used by Jong 
(1986). Hall and Williams (1987) and others. The practitioner marks one of five 
items: I think this patient has 1) a physical health problem only; 2) a mental 
problem only; 3) a phYSical and mental health problem; 4) no health problem of 
any kind, no HSR takes a few seconds per patient to 
complete. 
2.4.2.2. QUESTIONS ON INFORMATION LEADING TO DIAGNOSIS 




24 See 7 
alone, previous knowledge about the' patient or a combination 
to rii:lii",nrrl their diagnosis/diagnoses. 
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2.4.2.4. QUESTIONS ON REFERRAL 
This section includes questions on referrals and desired referrals. 
2.5. INFORMATION ON MENTAL HEALTH SERVICES FOR 
STUDENTS AT UCT 
Information on mental health services for students at UCT was obtained via 
interviews with known facilties offering mental health services for students (e.g. the 
Student Advice Bureau. (Personal communication with clinical social worker, 
January 16, 1999), the UCT homepage on the World Wide Web 
(http://wwvv.uct.ac.za) and a telephone call to the Director of the SHS (pesonal 
communication, February 15, 1999). 
2.6. DATA COLLECTION 
On the weekdays between May 25 and June 11, the questionnaires were distributed 
to all students attending the SHS from 08h30 to 16h30. The questionnaires were 
distributed and collected by TG. TG was present at all times and was available to 
" deal with problems and queries. Participation was voluntary. Students consulting 
MHP's were not administered questionnaires. Students were assured of 
confidentiality and were asked to sign consent for their confidential medical folders 
to be consulted by TG. Of the 515 students, 391 consented to this and 90 refused 
consent. TG filled in the file numbers of the students on the questionnaire before 
presenting it to the student. Ba ed upon an assumption of adequate reading and 
writing skills, the questionnaires were self-administered. The entire questionnaire 
was compiled in English.*Since UCT is an English medium university and all 
academic courses are conducted exclusively in English, it was assumed that 
students attending the SHS would be competent in English. The entire 
questionnaire took 10-15 minutes to complete and this was done in the waiting room 
either prior to or after consultation with a medical practitioner. 
The practitioners' questionnaire was inserted and removed from the relevant 
medical folder by TG, who also filled in the appropriate file number. This 
questionnaire was printed on coloured paper to facilitate easy recognition by the 
practitioner. 
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2.7. ETHICAL CONSIDERATIONS 
This study was reviewed approved by the UniverSity of Cape Town Psychology 
Department's ethics committee. The (TG) is by confidentiality 
.... 'alu;:> .. ';:> she had at the UCT Child Guidance Clinic as part training in 
clinical psychology. Students, as previously mentioned, could give consent for 
confidential medical folders to be consulted. If this consent was not given, the 
questionnaires remained completely anonymous. 
Permission to undertake the study was obtained from the Director the Student 
Health Service 25. A brief proposal and of the were nl'"&l.CtAntA,f1 
to the of the SHS for their input and approval. 
2.8. METHODS OF ANALYSIS 
Sociodemographic characteristics of the sample, the point prevalence of 
MPM, the nI'"A,V~liAnr~A of eX~)OSUI traumatic events of posttraumatic stress 
frequency and of substance abuse are analysed using disorder and 
descriptive ~t!:llti~iri .... ~ Thereafter, chi-square (X2 ) are to determine the 
statistical ~i.g!!~ficance of associations between variables interest. Where the 
are significant, the degree of relationship is using measures of 
association (phi {q,} and odds for 2x2 tables and Cramer's phi/v {q,J for larger 
contingency tables) {Howell, 1 For larger contingency analysis of 
standardized residuals enable the judgement of the post-hoc significance the 
from in individual cells 1991).26.27 
25 See 8 
26 Standardized residuals are Z scores calculated by subtracting expected frequency from 
nn.'~AnfAn frequency and dividing outcome by the square root of the frequency 
Hays, 1991, 
See Appendix 9 for relevant contingency and tables of standardized residuals 
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statistical for this analysis were non parametric, even though 
total scores for the SRQ20 are distributed continuously. It is well established, 
moreover, parametric ,nT.: ... cr ... TI procedures are more powerful than 
nonparametric procedures; with "''''''I''nct .. i,.. tests result is less likely to be 
statistically significant when there is a 
(Cramer, 1998). 
The data for the total scores of the 
between 2 or more variables 
however, dramatically violate 
requirements for procedures. are significantly asymmetrically 
distributed 28, Transformation by taking the root or the logarithm of the 
scores) of in order to the distribution proved difficult of 
large number of zero scores. When parametric were run comparing 
such as the scores for SRQ20 subjective sense of adjustment to 
UCT, the variances were not homogenous, thus violating another requirement for 
parametric 
Some authors (e.g. Boneau, 1960; Box, 1 have argued that the violation of 
these 2 assumptions generally has little effect on the values of parametric tests (the 
F and t tests in particular). However (1960) that, although these 
remain robust "'''''''''1.111."" violations of assumptions of homogeneity of 
variance normality of underlying distributions, this is 





.one in this case In 
many of parametric run on the data study, the variances were 
heterogeneous and the different, thus neceSSitating the use of non-
parametric By categorising SRQ20 total scores into groups and 
" 
below lntracategory differences between the individual 
scores are ignored. 3, section 1.). 
28 determine whether the distribution is significantly asymmetrical, the value of skewness 
is divided the standard e"or of skewness and the resulting value looked up in the table of 
the Standard Normal Distribution (Cramer, 1998). For the SRQ20 total scores, skewness = 



















With nonparametric tests (in this study the Pearson test in there are 
assumptions/conventions that need to be fulfilled, namely that: 
,. each observation is independent of each other observation 
... each observation qualifies for only one cell the table 
,. there is a minimum expected frequency of 5 required in each cell-for tables with 
more than a single of freedom. When there is only a single degree of 
freedom, a minimum frequency of 10 is safer 1991). (1991) 
argues that convention and that 
if of is it is fairly to use the 
Pearson test for association even if minimum 
expected frequency is as small as one, provided there are only a 
few with small (such as one of five [Le. 
20%] or fewer).(p. 863). 
2.9. 
A major in conducting multiple comparison procedures is the probability 
I errors (Le. rejecting the null hypothesis when it is in fact true. The probability 
of a Type I error is deSignated as a, of the rejection region) (Howell, 1992). 
After arriving a family or of conclusions, probability this of 
conclusions will contain at one Type I error is called the familywise error 
(FW). 
In this r':::'<:.':::':::Ilrf'h a number of factors assist in controlling the FW. namely:-
1) the reporting of exact P 
2) the use a large which is likely to estimate .:::.ff'::~f't<: more- accurately 
implementation of the Bonferroni correction. This is upon the 
Bonferroni Inequality which states that the probability of the occurrence one or 
more ~\/.::.nTc:. can never eXI~ef!!(] the sum of their individual probabilities. Thus, the 
probability of a I error for each comparison can be established by dividing a 
i"nt,\c:..::.n FW (a') by the number comparisons. P levels for comparison are 
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In study, only 'main comparisons' (i.e. all comparisons standardized 
will be tested significance using the Bonferroni Correction. With a 
total of 302 comparisons (including standardized residuals) and using a FWerror 
of 5%, threshold level significance is 0.0002. It may assumed, 
therefore, that amongst the significant 'main comparisons' there is a probability 
that at least one Type I error has occurred. 
standardized residuals, an ex, of 0.05 will used. The rationale behind this 
is based on the fact that, as a consequence of less power, standardized 
are unlikely a level of than 0.0002. Statistical 
power partly upon sample (Howell, 1992). standardized 
residuals are upon comparisons between single cells of larger contingency 












CHAPTER 3: RESULTS . 30, 31 
26 June 1998 and 11 July 1998, students attended the One 
hundred and 
completed a 
potential sample of 
were repeat attenders who, if they had already 
"'t,'"', .......... !:! ... ..:. were not required to do so again. resulted in a 
students. 44 did not complete 
questionnaires, a response of 92.13%, was obtained. 
SAMPLE 
. GENDER 
Table 1. outlines the gender distribution of students (N::::::S1S) who completed the 
ratio of to males was 1.8:1. are shown for 
students (excluding repeats) who attended SHS during the time the study 
was being conducted as well as the distribution at UCT. ratio of 
females males at is 1: 1.2. 
Table 3.1. Gender distribution of who the I.fUt:;.;;>U'VI 
students attending SHS and students UCT 
outlined in Chapter 2, section 2.9.). 
30 When comparisons are not significant, tables showing figures and percentages for the 
relevant variables will be reported in appendix 10. When this occurs, it wi/I be indicated in the 
Confidence intervals for proportions which are mentioned in the text will, for ease of 
reading, be selectively presented. Those which are not presented will be assigned to 
appendix The method of calculating confidence intervals for proportions is also outlined 
in appendix 12. 















3.2.2. DIFFERENCES BETWEEN GENDER RATIOS OF STUDENTS AT 
THE UNIVERSITY OF CAPE TOWN AND THOSE ATTENDING THE 
STUDENT HEALTH SERVICE 
x2 goodness-of-fit shows that the male/female ratio of students at UCT 
differs from that of students attending the SHS (x2 :: 81.6; df:: 1; p< .0000004). 
that in relation to UCT there are significantly more 
In 
the total 
the total sample, of 
and of students at UCT are described. It 
9 (1 students did not classify 
Racial distribution of students who completed 
students attending SHS and students at UC  
SIUIOBnrs who 
questionnaire, 
* For statistical purposes, these ,."I""'l'Irl .. " 
** For statistical purposes, this "' .. f .. "' ... "', is eliminated (see section 3.2.5) 
that the 
(x2 :: 288.65; df :: 
UCT 
.0000004). 
t::::tIlJUClI::t SIJOOBSI that there are more Black students than ex[)ectect 33 .",++", .... 1"1, 
.0000004) and fewer Coloured and White students than eXE,ectect 





















all statistical analyses, original 'race' categories were pooled or eliminated as a 
result of small «5) expected frequencies. category of 'Other' students 
(a nebulous category which include some Students and may possibly be 
used by resisting race classification) was eliminated and the categories of 
Coloured and Indian were combined. There are, of course, risks in 
kind procedure by pooling catlegones results ... .0/· .......... 1.0 specific 
34 (Hays, 1991). With this all expected frequencies .ov,·.,.",,1't 
3.3. outlines relationship gender and 
completed the questionnaire, of those 1:Ith:~nrlil"ll'l the SHS 
1998. 
3.3. between gender and 'race' in 
the questionnaire, students the SHS 
34 See appendix 9 
35 From official census statistics (02106/98) 
50 
of students who 










x2 goodness-of-fit analysis suggests that the gender/ 'race' distribution at the SHS 
differs significantly from those at UCT as a whole (X2:::450.67; df:::2; p< .0000004)., 
Analysis of standardized residuals indicates that, in relation to gender/ 'race' ratios 
at UCT, more Black females (p< .0000004), more Black males (p< .00004), fewer 
White females (p< .02), fewer White males (p< .0000004) and fewer Coloured 
males (p< .000002) than expected attend the SHS. 
3.2.6. AGE 
Of 488 students who gave their ages, the mean age was 22.7 years, with a 
minimum of 17 years, a maximum of 44 years and a range of 27 years. The 
standard deviation was 4.17. 
3.2.1. SUBJECTIVE SENSE OF ADJUSTMENT TO UNIVERSITY, 
SUBJECTIVE SENSE OF ACADEMIC COPING AND REPORTED 
FINANCIAL COPING 
Table 3.4. outlines the proportions of students who feel that they are/are not 
adjusted to UCT, those who feel that they are/are not coping academically and 
those who feel that they are/are not coping financially. 
Table 3.4. Proporlions of students who feel that they are/are not adjusted to 
UCT, who feel that they are/are not coping academically and 
financially. 
to UCT/coping academically/coping financially 












3.2.8. RELATIONSHIP BETWEEN 'RACE', SENSE OF ADJUSTMENT AT 
UNIVERSITY. SENSE OF COPING ACADEMICALLY AND COPING 
","ru",., 'race' to independent of both subjective sense of adjustment 
and sense of coping academically p< .17 = 7.67; p> 
respectively 36). See A.10.1. in Appendix 10 for proportions of students of 
different racial categories who feel/do not adjusted to UCT who feel 
they are/are not coping academically. 
See Table 3.5. for the proportions of students of different racial categories who 
perceive themselves as coping/not coping financially. The also indicates 
relatedness or independence of variables by providing Pearson x2 values and 
probabilities. The cl>c I"'nA,TI'II"'I the degree of the relationship. 
Table 3.5. Relationship between 'race' and sense of coping financially. 
Pearson table of and sense of coping financially 
shows these 2 to be related (p< .0000004). Given this relationship, it is 
to examine degree that relationship using a measure of 
association such as phi (cl» or Cramer's V (cl>c). With a range of 0 to 1, a cl>c 
coefficient of 
2 variables. 
indicates a .......... t't .... .".~ ... to strong ..... "" ..... 'r"""" of relationship the 
are used the significance 
36 The non-significance of the comparison between 'race' sense coping is 
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· of the departure from independence in one or more of the Analysis of 
standardized residuals indicates that more White students than feel that 
they are coping financially (p< .000002) and fewer White students than expected 
feel that they are financially (p<0.0000004). Black students than 
expected are financially (p< .0001) and more Black students 
than expected that they are not coping financially (p< .00001). 
3.3. MINOR PSYCHIATRIC MORBIDITY 
3.3.1. PREVALENCE OF MINOR PSYCHIATRIC MORBIDITY 37.38 
Total scores on ranged from a minimum of 0 to a maximum of 19 




total scores were significantly asymmetrically 
was positively-skewed, with [14.17%] of the 
O) 3.2}. 39 
37 A decision was made to omit items 21-25 from the analysis for the following reasons: 
.. psychotic disorders are rare 
.. psychotic disorders seldom spontaneously present 
.. psychotic disorders are recognized 
Or ley (1994) 'often are easily 1"It:>""..r ...... ",".rf 
situations, are not aware of their COlldlt;on. 
be inappropriate' (p . 
.. queries regarding the of the questions 21-25 4 section 4.2.4.) 
.. the psychometric of these questions (e.g. "''''rll',:m'U'ITV and specificity) have not 
been assessed & Or ley, 1994), 
38 See appendix 11 for a frequency table of individual and SRQ25 items 


































Distribution of SRQ Total scores 
o 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 18 17 18 19 20 
Total scores 
Figure 3.2. 
A cut off point of 718 (equal or greater 8) was This is a fairly 
conservative 'cut-off point and the decision was supported by of Rumble (1994) 
and other who have the SRQ (e.g. Jong et at [1 in Guinea-
Bissau; Dhadphale at [1982J in Kenya; Diop et at [1 
Williams [1987] in a clinic study in Zimbabwe; lacoponi 
in Senegal; 
Mari [1989] in 
and 
Uma [1992] in Mari and Williams [1985] in 




Based upon the chosen cut-off pOint of 718, and in an attempt to obtain more 
detailed information regarding (where is conceptualized as number 
of symptoms), total scores were categorized as follows: 
1) than 8 
2) equal to or greater 8 and less than 15 
3) equal to or than 15 
Twenty nine percent of (n=148)· confidence of 24.8%-32.7%) 
attending student health 8 or above. Twenty four (n = 123) of 
students between 8 and 14 and 5% (n=25) scored between 15 and 19. 
percent of the respondents scored zero (Le. reported no 
symptoms). Based on a cut-off point of therefore, there is a 29% point 















students 0::::::148  (950/0 
scored rllV
(0::::::73) 
, 718, ?n<: .... .::.l~"" 











3.3.2. RELATIONSHIP BETWEEN MINOR PSYCHIATRIC MORBIDITY AND 
'RACE', GENDER AND/OR SUBJECTIVE SENSE OF ADJUSTMENT 
"l analysis shows MPM to be unrelated to 
"l::: 4.88; p>.09 respectively). See Table 
and percentages. 
or (X2 ::: 4.1 p> and 
Appendix 10 for related figures 
Table 3.6. breakdown of MPM in accordance with sense. of adjustment 
and indicates of MPM to this by providing Pearson values, 
probabilities .po coefficients. 
Table 3.S. Relationship between MPM and subjective sense 
represent % 's of racial categories. gender categories and categories 
x2 analysis indicates that MPM and subjective sense of adjustment to UCT are 
(p< .000004). A.po coefficient of 0.32 indicates a moderate 
.... ..:."'r..:...:. of relationship. Analysis of standardized residuals indicates that fewer 
If''''''''' than expected who not adjusted score below 8 on the SRQ (p< 
.004) and more than expected of with scores to or greater than 8 and 
below 15 and over 15 do not settled at UCT (p< .0000004 
respectively). Fewer students than expected who do feel settled score 15 or ::111"11,\\1'" 
(p< If MPM categories are pooled to provide 2 possibilities - MPM and no MPM 
.000004; .p= - .23 4°) - then odds ratios indicate that a student who does not 
is 4.4 as likely to score 8 or above on the SRq than a student 
who 
8.07). 
feel settled confidence 1 .... ~.:.ru'!:>1 on the odds ratio is to 






related variables  q,c
1'1""","'''''''''
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Students' .. ",,.,,...n,,,,,... reasons for ~t1',:.n,..~n were initially coded as 1) contraception, 
2) other general medical 4) combinations of the 
above. statistical in order to expected 
frequencies> 'contraception' and 'other' were combined into one category 
(Medical [M)) emotional combinations containing emotional complaints 
were combined into one category (Emotional [E]). 
Table 3.7. outlines the relationship between students' reported reasons for 
attendance and their scores on 
Table Relationship between students' reported reasons for attendance and 
MPM 
Of the 1 students who scored positively on the SRQ and who outlined their 
reason for attending SHS, 18 (14%) reported emotional or some combination of 
emotional and medical reasons for attendance. Of the 22 who 15 or C:I[){}VB 
on the SRQ, 9 (41 reported emotional reasons for attendance. Of 22 
emotional reasons for attendance, 18 (82%) scored 8 or above on the 
'/ analysis a fairly relationship students' reasons for 
attendance and scores on the SRQ .000004; ~c Analysis of standardized 
UO(lSSfS that than expected of those with scores of below 8 gave 
emotional reasons for attendance (p< .002) and more than expected of those with 
scores of 15 or above gave emotional reasons for attendance (p< .0000004). If 
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MPM catea~:mE~s are pooled to provide 2 • MPM and no MPM -
(p< .000004; 41) then odds ratios indicate that a student who an 
emotional reason for attendance is 12.9 as likely to score 8 or above on the 
SRQ than a student who provides a reason for attendance (95% 
confidence interval for odds ratio is 4.27 to 38.38). 
2 
X UOCleSIS that there is no 
reported reasons for attendance (x2 :::: 
rtl"'li,fi"'::IIl"'It relationship DeltwE!en 
df:::: 1; p> .46). See 
Appendix 10 for related figures and n4:l>f'l"'4:l>f\t!:lf14:l>C:: 
PROFESSIONALS 
Table 3.8. the relationship MPM and previous 
MHP's (psychologists, psychiatrists and/or social workers). 
A.10.3. in 
with 
Table 3.S. Relationship between MPM and previous consultations with MHP's 
*%'s represent %'s of students who have/have not previously consulted MHP's 
Forty two percent of those who 8 or above on the SRQ 
consulted MHP's. Fifty six percent of those who scored 15 or 
have previously consulted MHP's. 
previously 
on the SRQ 
41 .... ",,,,,,,'1,,,,,, tP coefficient is a result 
statistical analysis and need not be 
way in which these were coded for 
into consideration in understanding the implications 
of the relationship. 
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indicates that students' scores on the SRQ are related to previous 
with a MHP .000004). The degree of this relationship, however, is 
fairly small. Standardized 
score below 8 on the SRQ 
suggest that fewer expected of those who 
a MHP .01). More than expected of 
who scored both 8 and 14 and 15 and consulted a 
(p< .004 and p< .002 respectively). If MPM categories are pooled into those who 
score below 8 on the SRQ and those who score 8 or more on the SRQ (p< .000004; 
odds ratios a student who scores 8 or above on the SRQ 
is times as likely to previously consulted a MHP than a student who scores 
below 8 on the SRQ (95% interval is 1 to 
Of 127 students who previously consulted a MHP, 38 (30%) saw a 
UCT SHS. 70 (55%) R'l'I:f~WnIRrR and 19 (15%) both and elsewhere. 
who scored above 8 on the SRQ and have previously consulted a MHP, 
(37%) saw a MHP at (46%) elsewhere and 10 (17%) at SHS and 
3.4.1. EXPOSURE TO TRAUMATIC EVENTS 
two percent confidence interval of to 55.8%) of students 
reported that they witnessed or experienced a situation that was frightening or 
traumatic or where they felt that their life, or someone else, was in 
Sixty (22.5%) (12% of total sample) of these recorded having or 
experienced multiple (2 or more) traumatic events. 42 
42 See appendix 14 for more detail on multiple traumas. 
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Different categories and of trauma are in 3.9. 
Table Categories and frequencies of trauma 
The administered questionnaire provided unclear information regarding the location 
of traumatic (see Chapter 4 section limited 
events experienced on 
(8.3% of traumatic traumas which were on campus 
were reported. It should be noted that this figure includes cases of multiple 
traumatic events experienced by the same person (3 by one person and 2 by 
another). In 7 cases \AJnit:>rt:> multiple traumas and locations were specified, it was 
not possible to match trauma with location. 
on campus (excluding the above-mentioned 
Table 3.10. Traumatic 
'other'. 
59 
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Ten ................. ,"'+ 
experienced trauma (n=267) {95% confidence interval is 1 to were 
as suffering from 
The relationship of different categories of trauma to is outlined in 11. 
Table 1. Relationship between different ro~I;.:::IfY,"'rl'::lll:' of trauma and 
therefore, is most strongly related to .. ..,"'.ye;1I 
of cross-tabulations that, amongst who have 
)(Df~Df!~Df'.~~t1 trauma, 
person who has or received a is 2.3 as likely to have 
symptoms of PTSD as a person who has witnessed or r.:::l,.'.:::II\".:::I1"I a beating (95% 
confidence interval for odds ratio is 1.18 to 
person who has 
times as likely to 
sexual assault or 




or has been sexually assaulted, is 4.6 
as a person who 
confidence 
not witnessed 
for odds ratio is 
refers to cross-tabulation of categories of trauma and PTSD 
45 Note that, a , coefficient is provided for the relationship between beatings and 
and an odds ratio calculated, the relationship is NOT significant in accordance with the 
Bonferroni level of of a == 
60 
n ... ''l'' ...... " PTSD 
assault. 
significant !Uly,en!::: 
vr .. "", ... ", ..  'II::.N
















AND MUL TIPLE/SINGLE TRAUMATIC EVENTS 
analysis suggests that PTSD is not differentially to multiple or 
traumatic events df::: 1; p> .11). Table A.10A. in Appendix 10 for 
related figures and percentages. 
This analysis attempts to the comorbidity between PTSD and MPM. As 
previously discussed in Chapter 1, section 1 
DSMIV criteria for PTSD overlap with for general 
fact that a number of the 
disorder 
depression confounds of comorbidity and raises question of whether 
or not PTSD can be regarded as a distinct disorder. This is a complex which 
to be by all undertaking comorbidity idSSto!SS 
n"'Y1W"''''n PTSD, anxiety. In this particular study, however, 
is further complicated by use of a number of identical items to assess and 
MPM (namely items 3 and 11 of the SRQ/criteria C4 D1 of the DSMIV 
[American Psychiatric Association, 1994] classification for PTSD). In order to 
counter this identical operationalization of symptoms for PTSD MPM, criteria 
and D1 been eliminated from the algorithm used to assess the presence of 
PTSD in this particular analysis. Eliminating these items results in a prevalence of 
of 8.2% 
Table 3.1 describes the relationship between MPM and PTSD (with criteria C4 












• • • 
• 
• 
Table 3.1 Relationship between MPM and 
Statistical analysis indicates, therefore, that MPM and 
rl:ll:::lltl:ll"l (p< .000004; 4><:=0.41). Analysis of standardized 
are quite strongly 
s'uggests that 
more than expected of with scores of 8 or above and below 15 and above 15 
on the SRQ (p< .0001 and p< .0000004 respectively) and fewer than 
expected of those with scores of 15 and above do not have PTSD (p< .01). 
than expected of those with scores of 8 or below have PTSD .0001). 
If MPM are pooled into scores below 8 on the and scores 8 and 
8 on the SRQ .000004; 46), then odds suggest that a 
student who has symptoms of PTSD is 9.85 times as likely to suffer from MPM as a 
student who not have symptoms of PTSD confidence on odds 
ratio is 4.7 to 
analysis that PTSD are not significantly related (x2 = 1 
df::: 1; p> .17). See A,10.5. in Appendix 1 0 forrel~ted and 
percentages. 47 
46 The negative t/J coefficient is a result of the way in which these factors were coded for 
statistical analysis and need not be taken into in the implications 
of the relationship. 
47 See BDlJenllil')( for discussion relationship between current PTSD 
traumatic event. the questionnaire did not adequately assess chronicity chapter 4 
section 4.2.8. and the assessment of time since the traumatic event is- of limited utility, 
this will not be ,.""",gr",.n in the main body of the text. 
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3.5. SUBSTANCE ABUSE 
For analyses involving sUbstance abuse, total scores were categorised as 
below 8 or 8 and above (this in order for ext)ecu~a frequencies to exceed 5). 
In on of use is frequently 
underreported by participants It should be 
noted, therefore, that all in this refer to reported 
nr.::l.u~',o::!inf'o::!ic:.· for ease of presentation, this will not indicated throughout 
3.5.1. THE FREQUENCY AND EXTENT OF ALCOHOL CONSUMPTION 48 
students, 10 (1.98%) reported that they drink alcohol daily. 15 
4 a week, 103 (20.36%) 1-2 days a 96 (18.97%) 1-2 days a month, 1 
(20.16%) often than 1-2 days a month and 180 (35.57%) never consume a 
drink containing alcohol. 
To enable statistical analysis, 'binge-drinking' was re-categorized as follows: 
1 (every day) and 2 a week} were pooled 
"'categories 5 (less often) and 6 were pooled 
'Problem-drinking' was re-,cateCIJfl2:ea as follows: 
"f'ato"'l'\ .. i~~e 1 (every day), 2 (3-4 a week) and 3 (1-2 days a were 
320 students who consume alcohol, 11 (3.44%) 'binge drink' day 
or times a week, (11.88%) 1-2 a week, 66 (20.63%) 1-2 a month 
and 205 (64.06%) than 1-2 days a month or never 'binge 
drink'. Out of the total 
7.1 % to 12.5%) of students 
5), therefore, 9.5% 
drink' on a daily and/or 
f'l'\rWlt"I,GlI"'lt"Q interval Of 
Out of 315 students, 9 (2.86'%) in 'problem-drinking' either daily or weekly. 
19 (6.03%) monthly, 71 (22.54%) less often and 216 (68.57%) never engage in 
48 See chapter 2 section for definitions of 'binge drinking' and 'problem drinking'. 
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'problem-drinking'. Out of sample (N=S1 (9S% 
confidence interval of to 7.7%) of students 'problem on a daily and/or 
weekly and/or monthly 
3.5.2. ~~..!...!..'!:!~~!.......!:::i:.=..!.~::.!::::.!.:=-.!...!!:":'=':"":"':=='::::'=':"'::":=;":"":"":::"':"::::"'='~='::""'::::::':" 
ALCOHOL CONSUMPTION AND MINOR PSYCHIATRIC MORBIDITY 
x2 analysis 
{X2::::1.41; df::::S; p> 
drinking' (x2::::6.S9; 
is no relationship between alcohol consumption 
drinking' (x2::::7.1 df = .07) and/or 'problem 
.09) and MPM (See 1 in Appendix 10 for 
related figures and ",,,,,.',",,,,,.,t!!:l'''''''C! 
3.5.3. ':"'::'==:"':":"':':::::;":":':::=:""":::::.=..!."'::"':":::=:"""':""::"':'="':"'::"'::.=.:::::I..z..=:.::.::..::::;;..:,...:,.==-==...::...=.::.....::::::.:.. 
ALCOHOL CONSUMPTION AND GENDER 
analysis and frequency of alcohol consumption and gender 
and 'binge drinking' are not related (x2::::9.S6; df::::S; p> .09 and ='17.98; df=3; 
p< .OOOS 49 appendix 10, A.1 for related table of 
figures. However, 'problem drinking' is moderately I".:::oll:llt.:::on of students 
more men than expected (p< .00002; $c=0.3). 
'problem drink' daily or 
residuals indicate 
monthly or less often than monthly (p< .03, p< 
~nd p< .04 respectively) and fewer men than expected never 'problem drink' (p< 
.02) (see Table 3.13.). 
Table 3.13. gender and 'problem drinking' 













x2 analysis indicates that whilst the frequency of alcohol consumption and are 
fairly strongly related (p< .000004; 3.14) 'race' is independent of 
p> 
indicate 
'problem drinking' df p> .22 and 1 
Appendix 10 A.10.S.). Standardized 
fewer Black students than ext)ectea consume alcohol 3-4 a 
and a week (p< .02 and p< .00009 respectively) and more Black students 
than expected never consume alcohol (p< .OOOOS). More White students than 
expected consume alcohol daily and weekly {p< .02, p< .001 and .0000004 
monthly 
and fewer White 
.03) or never consume 
expected consume 
Table 4. Relationship DBirWi!i~Bn 
consumption 
than expected consume alcohol less than 
(p< .0000004). Coloured/Indian 
times a week (p< .03). 
and the frequency 
of a/cohol consumption 
statistical purposes (to allow expected frequencies those students who 
never drink alcohol were from analyses in this section. 
pilot study, questions were a/so asked about subjective sense of needing to cut down on 
drinking, complaints by friends/relatives and interference with academic performance. It was 
felt that the former 2 were rather peripheral to this study and an analysis of them 
has been aSSigned to appendix 17. Interference with academic work, however, will be 
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the proportions of students who consume alcohol, 'binge 
drink' who feel that their drinking with their academic 
work shows that the frequency alcohol consumption 
and with work requirements are moderately related (p< 
.00006; q,c=0.28). Standardized residuals show this to lie with those 
who drink daily - more than expected of those who drink that alcohol 
.00002). 'Binge consumption with their academic work 
drinking' and with academic work requirements are mn'f'I.::.lr::::lt':ohllCi!t .. t"l ........ 
related (p< .000004; q,c=0.37). Standardized residuals that more than 
expected of who 'binge drink' daily/3-4 times a and those who 'binge 
a week feel that alcohol interferes with academic work drink' 1 
requirements 
those who ."", .. , .... "" 
with 
with work 
.0000004 and p< .0004 respectively). than expected of 
infrequently or never drink' drinking interferes· 
requirements (p< .01). 'Problem drinking' and interference 
""&:on'l&:o,n1'O:: are shown to be moderately/strongly related (p< .000004; 
q,c=0.35). Standardized residuals suggest that more than expected of those who 
'problem drink' daily/weekly, monthly or drinking' 
interferes with work requirements (p< .01, p< .03 
respectively). than expected of those who never feel that 












3.1 Relationship between the frequency and extent of alcohol 
consumption and academic performance 
• %s represent %'s 
"'Key: Yes - drinking does interfere with academic performance 
No • Drinking does not interfere with academic performance 
3.S.S. THE FREqUENCY AND EXTENT OF CANNABIS CONSUMPTION 
In orderto statistical analysis, categories 1 3 (dagga) 
consumption were 
Out of (4.48%) (95% confidence interval of 3% to 6.7%) smoke 
cannabis daily or weekly, 19 (4.05%) smoke cannabis 1·2 days a month, 
(1 smoke often and 367 (78.25%) never 
x2 analysis indicates consumption is related neither to minor 
psychiatric morbidity nor to nlCltl"llnlCltr (x2 = 0.75, df::::: 3, p>.86 and = df 
p>.18 10.9. in Appendix 10 for related 
percentages). It is, quite weakly related to 'race' (p< .00003; <Po=0.18). 
Standardized 
cannabis monthly 
that more White students than ex[)ectea use 
(p< .01 and p< .001 respectively). 
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White students than ex[)ectea never use 
than expected use cannabis infrequently p< .01) 
{p< .02}. Fewer 
Table 3.16.). 
3.16. Relationship between cannabis consumption and 
students 
• %'s represent %'5 o;tf =;~;;;;;;;;~;:;;;;;;;t;i~;;;:;;;;;;ti~';';;"'--------------i 
• Key dlw :: Clsli\IIweeKIV 
m:: monthly 
10 :: less often 
n:: never 
Out of 515 students, (4.27%) (95% confidence interval of to 6.4%) have 
used single or multiple 'hard' drugs in the last year. Eleven students reported using 
multiple 'hard' Two students using methaqualone (mandrax), 18 
{methylenedioxymethamphetamine}. 2 inhalants and 6 reported using 
of the genus 
Diethylamide 
drugs that are mushrooms' (fungi 
IIn .... 'l/l"l&:> and amanita & Nice, 1 Lysergic Acid 
Acid), Amphetamines (speed) and methylamphetamine (meth, 
crystals), nexus (48romo 2.5 dimethoxyphenethylamine - an hallucfnogen with 
effects similar to LSD), and heroin (Diamorphine). student reported using 
'hard' 3 weekly, 3 monthly, 1 weekly and monthly, 4 every months, 
1 three monthly six monthly, 2 monthly 7 often. 
x2 analysis indicates that the use of 'hard' drugs is related neither to MPM nor to 
gender p> .42 (See Table 10.10. in 
Appendix 10 for related it however, to 'race' to 
a degree (p< .000004; CPc=0.27). Standardized residuals indicate that 
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more White students than use 
students than expected use 'hard' drugs 
(p< .000005) and fewer Black 
.0001) Table 3.17.} 
Table 3.1 Relationship between use of 'hard' drugs and 
* %'s represent %'5 of categories of ''''''''''''1['''''', 
* Key Y= does use hard 
N= does not use drugs 
3.S. PRACTITIONER ASSESSMENT 
For statistical purposes, in order to avoid expected and also in order 
to simplify the analysis, HSR ratings were regrouped into 3 1) a physical 
health problem only, 2) a mental health problem only and a physical and mental 
health problem and 3} no health problem of any kind or no rating 
x2 analysis indicates that HSR ratings are unrelated to :::: 11 df :::: 
p> .02 51) (see Table A 10.11 in Appendix 10 for related figures and pel"celnta,ge:s) 
See Table 3.18. for figures outiining the relationship between and MPM 
and gender. 
51 The non-significance of the comparison between HSR ratings and 'race' is 
Bonferroni significance Jevel of a:::: 0.0002 (a'::: 0.05). See 2, section 2.9. 
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Table 3.18. Relationship between HSR ratings and MPMlgender . 
Of 147 students who scored 8 and above on the SRQ, 36 (25%) (95% confidence 
interval of 18.6% to 33%) were given an emotional rating by practitioners. Of the 
147 students who 8 or more on the SRQ, 111 (75%) were given a physical 
rating or no Of the 357 who below 8 on the SRQ, 26 (7.3%) 
were given an ArnnTII"\n rating. Of the 25 students who Ctl"'n,I"A/"t 15 and above on the 
SRQ, 10 (40%) were an emotional rating. 
'l analysis that HSR ratings are moderately related to SRQ scores 
(p< .000004;</>0:::0.19). Analysis of standardized residuals shows that practitioners at 
SHS are detecting emotional difficulties; relationship between ratings 
of emotional and scores on the SRQ monotonically. Thus, 
fewer students than with problems which were labelled as emotional by 
practitioners below 8 on the SRQ (p< .003), more than expected 
with problems which were as emotional by between 8 
and 15 and over 15 on (p< .002 and p< .00004 Fewer 
students than with problems labelled as physical by rnnn .... ""r., scored 
above 15 on the SRQ (p<0.03). 
A moderate/strong relationship is also shown between HSR ratings and gender 
(p< .000004; </>0:::0.4). 
then expected received 
of standardized residuals show that 
of a physical problem by practitioners (p< .003) and 
more males than expected ratings of a physical by RI"!:I,/"'Ti!'lnR.AI"C! 
(p< .00007). received a rating of no problem 
(p< .000004) and expected received a rating of no health problem 
(p< .000001). This pattern, it is suggested, may be explained by the large number 
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of students attending student n ... , .... n to obtain contraception 
as no health problem). 
by 
students assessed by as having a physical health problem only, 
were given a 'medical' Of the 62 students by 
practitioners as having a mental problem only or a mental and physical health 
nrnhll:l,M 47 (75.81%) were given an diagnosis. Of 
d;:,::=,t:I;:';:lt:lU by practitioners as having no health problem or >A,n,c.-a no was 
thought possible, none was 'emotional'diagnoses. 
indicates nr~ll'rl'flnl"ll:Ir on the HSR diagnoses are 
:::: 309.76; df =2; .000004). with a CPo coefficient of 0.79 indicating a 
residuals suggest that. with regard c:rr"u'll"l relationship. 
to emotional problems, ""'~""'l"Ie and practitioner diagnoses were in strong 
agreement. Fewer problems rated emotional on the were given 
medical diagnoses by practitioners (p< .0000004). Fewer than expected 
rated as physical on the HSR were given emotional (p<0.000009), more 
problems than expected that were rated as emotional on were given 
emotional diagnoses (p< .0000004) and fewer problems than ex~)ectea that were 
rated as no health nrnnll:lM on the HSR were given emotional 
(p< .00003). 
3.S.3. REFERRALS BY PRACTITIONERS 
Table 3.19. for details of in accordance with scores obtained on the 
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Table 3.19. Referrals in accordance with SRQ scores . 
Key: 
MHS's UCT :: mental health services at UCT SHS 
MEDS ::: psychotropic medication 
MHS + MEDS ::: mental health services at UCT SHS and psychotropic medication 
ELSEWHERE::: referrals elsewhere 
MEDS + ELSE = psychotropic medication and referral elsewhere 
OTHER::: other referral 
Table 3.20. Referrals in accordance with HSR ratings 
Key: 
1 = physical rating 
2 :: emotional rating 
3 :: no rating possible 
Table 3.21. outlines the nature of referrals 'elsewhere' for those patients who scored 
8 or above on the SRQ. 
Table 3.21. The nature of referrals 'elsewhere' for patients scoring 28 on SRQ 
Table 3.22. outlines 'other' referrals/interventions (that were specified) for those 



















Table 3.22. referra/slinterventions for Ii''7Qnr.<::' scoring c 8 on SRQ 
Of I 4 were related mental health , ......... "" ... 
details ·,.,"'''' .... ''.n referrals', matching them with scores and ratings. 
Table 3.23. 
3.7. STUDENT MENTAL HEALTH SERVICES AT UCT 
An investigation into the various mental health services for students at UCT has 
been outlined Chapter 1. section 1.3.5.1. and will further discussed in Chapter 
4. 
• •••••••• 
above-mentioned their relationship to the literature and implications for 
the at UCT will be y,;:tl..,y;:t·ht'C'Y in the following chapter. 
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Chapter 4: DISCUSSION 
4.1. SUMMARY OF MAJOR FINDINGS 
4.1.1. 
of ~tt'~nrl indicates that, comparison to as a 
whole, a disproportionately high ... o" .... orU~I'.o of Black and a 
disproportionately low percentage White students attend the SHS. It is 
suggested that this pattern may be, at least to some extent, a consequence of racial 
ratios of students living in UCT and receiving UCT financial 
of the residences are the vicinity the Protem and 
students without transport may find it more convenient to attend SHS than to 
private medical care. Of all students in UCT in 1998,71% are and 
% are White (secretary of 'residence and student housing' office,UCT, personal 
communication, December 12, 1 As previously discussed, moreover, students 
on financial SHS of 78.5% of students 
on UCT financial aid are Black, Coloured, 6% White and 3% Indian 
end of October 1998) (secretary of 'financial assistance' office UCT, personal 
communication, December 12,1998). 
... In comparison to UCT as a a disproportionately high number of women 
attend the This may be understood as a consequence of the of students 
and their health It may be that, besides common health 
problems of a viral and bacterial nature, many of the health concerns of students 
are related to r""n,rnr .. 
than men are likely to attend 
distribution of oral contraceptives. 
Due to social and practical 
for contraceptive advice 
more women 
the free 
* Black students perceive themselves as struggling financially. This pattern, it is 
argued, may understood as a of apartheid with its 
unequal distribution of resources opportunities. perceptions Black 
students of experience of financial difficulties are aligned with the above-
mentioned statistics of the racial ratios of students receiving UCT financial 
assistance. 
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and sense of academic coping were not found to be 
finding is counter to of the UCT Readmissions Review Committee 
(Goliath, 1997; Van Merwe, 1998), as well as the findings of the 
opportunity Research Project (Hall aI., 1995). 
.. and subjective sense of adjustment to UCT were not found to be related . 
This finding is contrary to expectations generated by the UCT Readmissions 
Committee Officer (1997), who found that many of the students that she 
counselled from educationally disadvantaged backgrounds isolated and 
at the university. 
4.1.2. Minor Psychiatric Morbidity 
.. Twenty nine percent of students attending the have ,","";:''''''''''''' MPM, as 
by This prevalence estimate falls within mid-range 
prevalence rates found in other studies in developing countries (8.3% [Freeman 
1991] to 69% [Oduowle & Ogunyemi, 1984]) and il1line with prevalence rates 
indicated by Dhadphale (1982)(25.8%), Kortmann (1990) (27%), Patel (1998) 
(27%) Reeler et al. (1993)(26%). 
.. MPM is significantly related to a subjective sense of not 1'CI':'linn adjusted to 
university. Whilst this finding has a common sense it should noted 
. that no causality or directionality can be assumed. 
.. No relationship between MPM and gender was indicated. This is contrary to the 
findings of researchers such as Burvil! and Knuiman (1983); Gove (1 Vasquez 
Barquero et al. (1990); Verhaak (1995); Shepherd (1966), but is similar to 
results obtained by some studies in developing countries (Dhadphale et a!., 1983; 
et aL, 1968). It is not pOSSible, given the pilot nature of this study, and its 
intention of providing a relatively undetailed overview, to provide reasons for these 
different findings . 
.. No relationship between MPM 'race' was found in this study. 
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'* Students a relatively understanding of their emotional difficulties 
A slightly higher percentage of students with MPM (14%) acknowledged 
symptoms than is generally reported in the literature 7.8% by Goldberg & 
Blackwell, 1 10% by Goldberg al., 1976). 
'* Contrary to the assertions of 1041'\1''U1I1t'''' (in Goldberg & Huxley, 1980) and Goldberg 
et al. (1976). no relationship 08t1W8Em gender and I"lCI!nl"'lrt.clrl emotional reasons for 
attendance was found in this study. 
'* Forty two nRf'rR'" of those who 8 or above on SRQ have previously 
consulted, or are currently consulting, mental health professionals. 
4.1.3. Exposure to trauma and the prevalence of PTSD 
.. Fifty two of students exposure or indirect) to traumatic 
events. Twenty two and a half percent of these students reported having witnessed 
or experienced multiple traumatic events. This finding corroborates the 
observations concerns of MHP's at the SHS. 
.. Eight and a third percent of reported traumatic events were experienced on the 
university campus. These included 15 incidents of a violent and intrusive nature 
(e,g. assaults, attacks, beatings, harassment 
shootings). the limitations the research instrument, it is possible that these 
figures are an underestimation of the actual nI"R\I:::II,l:IInr'Q of traumatic Q\ll:inTC 
experienced on campus. 
the total were classified as currently manifesting symptoms 
of Nineteen and a half of those who experienced trauma were 
classified as currently suffering from PTSD. to the other 
researchers (DaVidson et al., 1 [0.44%]; Kilpatrick et at, 1987 [5.6%]; Kilpatrick 
et aI., 1 [5%] {in Kilpatrick & Resnick, 1992}; Resnick et al., 1993 [4.6%]) a 
current prevalence of 10% for the total sample to be high, as is a 19.5% 
current those who experienced trauma (Kilpatrick et 
al., 1987 [7.5%]; Resnick et aI., 1993 [6.7%]). might be partly accounted for by 












.. No significant relationship was established between gender and despite 
aI's. (1991) finding pf female sex as a risk factor for PTSD. 
.. PTSD in study was found to be most with sexual assault. 
This corresponds to the findings of et al. (1 (1987); 
Kilpatrick et at (1989); Norris (1992); et al. (1 
.. PTSD in study was not shown to be higher overall for crime-related events 
for ........... _ ............ ,"'- 1::,'''''''':1..1 events as found by Resnick et (1993). Limitations of 
the questionnaire account for difference 4.2.8.). 
.. The strong relationship found between MPM and PTSD accords with an ""V''''''''IC~I\ 
literature on comorbidity (Bleich al.. 1997; Breslau at. 1991; Davidson et aI., 
; Helzer et aI., 1 Kessler et 1 Shore 1989). section 
4.2.8.4. below for a discussion of problems related to comorbidity between PTSD, 
depression anxiety. 
4.1 Substance Abuse 
* Nine and a half percent of the entire sample reported drinking either daily 
and/or weekly 
and/or weekly 
5.4% of the 
monthly. 
sample problem 1"1 .... " .... " ...... either daily 
the way in which alcohol was 
in this study, it is difficult to "' ......... "',"' .. "" these figures with those in 
other Given discrepancies in measurement, however, the of 
reported binge drinking in this sample is less than the 49% prevalence of risky 
drinking in UCT students found by Parry et al. (1994). 
.. The that no relationship was indicated between M~M and the frequency and 
extent of alcohol consumption was a somewhat unexpected finding, given 
depression and alcohol abuse are shown in literature to commonly 
(e.g. American Psychological Association, 1 Camatta & NClgoshi, 
1995; Levy & Wells, 1987; Helzer & Pryzbeck, 1 Kushner & 
1993). 
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.. Gender was shown to moderately related to .. nnll.cJirrl drinking'. Men manifest 
a tendency towards more frequent 'problem drinking'. 
other research on young in South Africa 
aL, 1997; Parry et aL, 1994). 
finding supports those of 
aL, 1993a; Morojele 
.. 'Race' and alcohol consumption were shown to be quite strongly related. White 
were shown to have the highest reported consumption of alcohol and 
students finding again with the findings of 
research on alcohol consumption amongst youth and young adults in South Africa 
(e.g. Eide & Acuda , 1 et al., 1993a; 1 Parry et aI., 
1994). 
.. The frequency and alcohol consumption and interference with academic 
work requirements were shown to be related. who reported drinking daily 
that alcohol consumption interferes with their academic performance. Those 
who reported 'binge daily and weekly feel their alcohol consumption 
interferes with their work requirements. daily, weekly, monthly 
or even infrequent 'problem drinking' was shown to cause with 
academic performance. 
(e.g. Nystrom et al., 1 
findings corroborate 
Yamada et aI., 1996) . 
international 
.. Approximately 5% of students reported smoking cannabis daily or weekly, 4% 
monthly and 1 often. 
.. Four percent of 
the last year. 
reported having or multiple 'hard 
.. Whilst cannabis consumption and use of other illicit 
MPM nor to gender in this sample, they were found to 
is neither ....... ""Y ... n 
weakly related to 
White students 
of other illicit 
et (1993b) 
drug use than did 
that Black males report 
cannabis most report the highest use 
of gender disparity from the findings of 
(1 b) who Innll':::l1r.cJi that males reported a 
It contradicts findings Flisher (1 
greatest drug usage. 
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*' A detection rate of MPM (based upon the HSR) of 25% was was 
therefore a rate of 'hidden psychiatric morbidity' compared to 
This accords with research by Freeman et al. (1991) who found a 
of less than 33%. However, the detection rate is higher than 
Williams (1987)(4.25%) and Abiodun (1989) (14.6%). 
of as SRQ scores increased and this with 
(1 ) findings that detection rates for severe disorders are higher than for 
severe disorders. 
In F'nrUA'\n of this it is essential to remember that no 
the findings of the SRQ. 
by remain only as possible 
Rumble (1994) indicated in her well validated research in Mamre, the 
TAnt"lAI"IF'\/ to establish 'false-positives' section 





of MPM. Given the tendency found in 1989; 
aL, 1984; De Jong et aL, 1986; Freeman aI., 1 ; Hall & Williams, 
1 Mari & Williams, 1984; Ormel et aI., 1991; Von Korff 1 Williams et 
I 1 et aL, 1983} for general health practitioners to 
psychiatric morbidity, it may therefore by suggested that 
MPM probably somewhere in between the 29% 




argue, moreover, that 
does not record a psychiatric disorder in a this 
implies that the GP is unaware of ~he psychological 
of the patient The GP might even be aware of a ......... ", .. , ... , ... 
C'.\if"hl:::atnF' disorder but may consider psychological labelling and/or 
mAin,,!:! I health treatment inappropriate or inexpedient. 
of 
by 
might think that the psychiatric disorder will remit 
spontaneously or is untreatable, that labelling and treatment may do 
more harm than good, that treatment is not feasible 
financial constraints or patient's ulI ... r ...... 'ncc 












to a mental health specialist, or that psychiatric disorders are outside 
the realm of competence or responsibility' (p. 920). 
They go on to 
psychiatric 
that whilst 'some of these factors might explain why particular 
are not recognized by GP's ... it is very likely that at least of 
the non-recognition is and due to a lack of diagnostic vigilance and skills and 
time , (p. 920). 
.. Of scoring above 8 on the SRa, 16 (12%) were referred to the 
SHS. This percentage rates well the 
(1 1%). 
LIMITATIONS OF THE RESEARCH 
Whilst not necessarily a limitation, it needs to be noted that this study was explicitly 
as pilot As such, it presents a of 
in a general health care "" ....... too,on only 
4.2.1. Use of a one stage screening 
In epidemiological research, the methodologically correct for 
of psychiatric morbidity is to undertake a study. 
instruments (such as the SRa) that is, should be compared 
made by specialist mental health practitioners or a gold 
such as the 
addresses the propensity of screening instruments to, depending 
upon particular context in which they are utilized, falsely identify positive cases 
positives) or to fail to identify positive cases (false negatives). 
of a moreover, enables the calculation of validity coefficients 
(such as specificity and overall misciassification rates - see Chapter 2 
1.1.1.) particular to specific contexts thereby allows calibration of 













Whilst Parry (1996) criticizes studies which rely upon validity estimates arrived at in 
contexts and cut-off points used in studies in different contexts, it to be 
ac.mClwll~d~led that are both time-consuming 
undertakings - factors which prevent research into prevalence of 
morbidity in contexts where major (often intemational) funding is not available. In 
such contexts, there is an argument for undertaking pilot research 
validity coefficients and cut-off pOints arrived at in contexts. This 
said, the pilot nature such research, and resulting errors in 
1'",·cM!I:OI,~n ... ·c estimates. taken into consideration. 
4.2.2. Use of the SRQ based upon validity estimates arrived at by 
Rumble (1994) 
previously stated (Chapter section 2.4.1.1.1.) this study relied upon validity 
arrived at in the most relevant recent and methodologically sound 
.. "".,,""""', ..... '" undertaken in a African context (Rumble. 1994). Rumble (1994), in 
community study in Mamre, cc:::t!l:O ..... lic::: a c:::grlC:::ITI'I/ITV for the SRQ of 
specificity of 65% - a compromise between sensitivity and specificity scores 
Inl"ll .... l::Itcl"l an optimal cut-off point of 718. Weighted to the original sample, 
0.49 and specificity rose to 0.82. Based upon obtained using 
was shown to to correctly identify of cases and non-cases 
with a positive and a false negative of 10%. In 
(1 study, therefore. a high and a low 
rate. This with Parry's (1996) that screening 
a 
instruments in general tend to over-estimate prevalence and that the decision to use 
a screening-instrument frequently results in an over-estimation of nr~'\/:::u~n('~ 
Rumble's (1 was the most ro .... cnt in which the was 
validated in the South African context, it should be that this research was 
community based. Clinic using the SRQ in South Africa (e.g. 
aI., 1991; Miller, Swartz & Rumble. 1991) have not mentioned validity coefficients. 
clinic studies in other developing countries (Araya et aI., 1992; Rufaie & 
Absood, 1994; Mari & Williams, 1985; Sen & Williams, 1987) arrived at overall 
rates of 24%,18% and 23% 
33% misclassification 
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Robins (1985) suggests that in community studies sensitivity is to be 
Although is placed upon establishing validity of SRQ, it is also 
necessary to that, without a stage validity of questions 
PTSD also remains questionable. Other problems with 
assessing PTSD will discussed in 4.2.8. 
4.2.3. Timing of research 
It should noted that prevalence of MPM established in this study have 
been influenced by the timing of the data collection. Study fO'r mid-year 
examinations during collection (June 1) examinations 
shortly thereafter (June 8). There may have a conflation, therefore, between a 
of psychiatric ";::nrn",,r and a response 
4.2.4. 
SRQ-25 was administered in this study but only the SRQ20 was analysed. The 
reasons for this are outlined in footnote 37 in Chapter section 3.3.1. 
Beusenberg and Orley (1994) indicate, the psychometric properties of the questions 
about psychosis (questions (e.g. their sensitivity, specificity and content 
validity) have not been assessed. A brief overview of answers given for these 
questions, and the response of tudents to them, contributed to the decision to 
eliminate them from For instance, given the high exposure of students to 
violent crime, it is by no means self-evident that answering question 21 (Do you 
somebody trying to you in some way?) affirmatively suggests 
paranoid ... '-: .... ;:>"UI 
of such a 
validity of item 
"' .. "1" ......... 22 (Are 
argument has serious implications for the content validity 
African Questions 
are supported by the fact that 180 (40%) of answered 
a much more important person than most people think?) 
affirmatively. The same reservations apply to question to which 21 % of students 
answered affirmatively. Question 24 appears to be far more discriminatory with 5% 















The scoring protocol of SRQ25 requires that any affirmative answers to questions 
21-24 should result in a classification of MPM. Thus, based upon answers to 
question 22 alone, 40% sample would classified as scoring positively on 
the The overestimation that this would imply is supported by fact 
that the DSMIV (American Psychiatric Association, 1994) the lifetime 
prevalence of schizophrenia to be between 0.5% and 1 %, the lifetime prevalence of 
schizophreniform disorder to be around 0.2% and about 0.03% for delusional 
disorder. 
utility of item 25 in a MPM is debatable. It appears 
many tend to utilize SRQ20 et aI., 1 
Rumble, 1994) or the SRQ24 excluding item Harding et aI., 1 
Harding aI., 1983; Kortmann & Horn, 1988). However, some researchers 
Freeman et aI., 1 ) utilize all items. Freeman et al. (1991) used the 
following scoring protocol - participants were rated as suffering from MPM if they 
10 or above on the SRQ20 or if obtained one positive on 
SRQ5. implication of this is that a person suffering from fits and convulsions 
becomes classified as suffering from MPM. is a highly questionable and 
problematic finding since it immediately and uncritically classifies all persons who 
experience fits and convulsions as mentally ill. 
performance and financial coping 
These questions were entirely subjective and extremely general. Answers to 
questions, therefore, can only provide a crude understanding of 
adjustment, academic and financial coping. 
4.2.6. 
relating to 
asking for racial given South Afric!l's apartheid 
history is sensitive and potentially problematic. Four students specifically that 
they to answer such a question because they found it discriminatory or 















4.2.7. Question gauging students' reported reasons for attending SHS 
This question proved have questionable validity since it tended to wrongly 
interpreted by students; many understood it as why they had to 
come to SHS as opposed to another medical facility. The question needed 
more specific, for 'what do you think is wrong with you?' 
4.2.8. Problems with questions assessing trauma and PTSD 
4.2.8.1. Matching of PTSD assessment with DSMIV (American Psychiatric 
Association. 1994) criteria 
Although the CIi;'.);'.)'C;;'.);'.)1 PTSD was closely upon DSMIV (American 
Psychiatric Association, 1994) criteria, some differences did exist. 
4.2.8.1.1. ~::;....;:::==~-=.=;;:;;.. 
Although this C!1!:I!:I'r ..... n utilized DSMIV (American Psychiatric Association, 1994) 
,. ... t',"" ... '" for PTSD, it specifically broadened Criterion A (this has extensively 
discussed previously in Chapters 1 and 2 sections 1.3.2.3.1. and 2.4.1 
questionnaire, moreover, did not allow documentation, and therefore analysis, 
of specific characteristics of traumatic events. No differentiation, for instance. was 
possible between (experienced) and indirect trauma. Although 
Kilpatrick and Resnick (1992) propose that the of PTSD associated with 
witnessing an event are comparable with those associated with experiencing an 
event, a further exploration of this issue in the particular context of this study would 
be interesting. Furthermore, analysis of specific characteristics of traumatic events 
was not possible. Kilpatrick et al. (1989) found that perception of threat to life, 
physical injury and completed rape significantly predicted development of lifetime 
PTSD. Resnick (1993) therefore, and valid assessment 
be conducted to assess accurately both specific types crimes and critical 
of crimes that. turn, will PTSD prevalence (p. 
This questionnaire provided and fairly unspecific categories of traumatic 
events. For instance, sexual assault in this study might include harassment, 
molestation, child abuse, attempted and completed rape. Resnick et (1993) 
argue that, by failing to accurately define traumatic events, rl!:lC!l!:Il:Ilrl"n,l:lrc:: do not 
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obtain satisfactorily detailed understandings of exposure to trauma and the 
relationship specific traumatic events and They postulate that 
I the use of legal terms such as 'rape' to identify sexual assault 
underestimations of true population rates that 
are same incidents are asked about 
specific about occurrences of vaginal, oral or anal 
penetration are unwanted the victim and that happen as a 
result of force or the threat of force by any other person regardless of 
relationship to the victim (p. 985) .. 
The questionnaire utilized for this research did not require, as 
(American Psychiatric Association, 1994), that duration of 
the DSMIV 
symptoms be 
more than a month. However, it is by some authors (Gersons & Carlier, 
1992; Kilpatrick & 1992) that duration of one month of symptoms 
stipulated by DSMIV Psychiatric Association, 1994) is arbitrary and 
has no empirical 
This questionnaire, moreover, did not the classification of symptoms as 
chronic or or of delayed onset. By asking when the trauma occurred, a rough 
estimation of chronicity was obtained. However, the questionnaire did not 
ascertain the time of the onset of symptoms and could not, in the case of multiple 
traumatic events, differentiate between the relationship of PTSD symptoms and 
particular events (see section 4.2.8.2.) an 2rUlUUC:1 based on this information 
remains of limited utility. Moreover. although it was assumed to measuring 
PTSD, it may be argued that it did not adequately differentiate between 
lifetime prevalence and current prevalence. In order to do a more explicit 
instruction to students to regarding the experience of symptoms in the last 6 months 
(or ever) was required. 
4.2 .. 8.1 
The questionnaire used in this study conflated criteria D 4 and 5 (hypervigilance and 
rI':>'·<=r.t.:.rI startle 
1994) into the question -
of the DSMIV (American Psychiatric Association, 












C4 diminished interest or participation in significant activities) this 
used the SRQ 11. It could be that item 15 was equally 
appropriate and that, perhaps, affirmative answers to both items should have been 
required. 
4.2.8.2. JJDISlo!a.m~~.w~~il.!t.iltlU~~~lWIIlilti.Ct.e.Y~ 
In cases exposure to multiple traumatic events, this questionnaire did not allow 
PTSD symptoms to be linked with specific traumatic Resnick et al. (1 
however, suggest that there are benefits to this method of assessment since 'it does 
not insight on the part of respondent about 
and ... allows straightforward as~)essm 
in who may have experienced multiple traumatic events.' (p. 986). 
4.2.8.3. JJD.K.I..n9-Qll:.1r.ilYD'lLaID~~~w~trutlQCjid.tQm 
In cases exposure to multiple traumatic events, this questionnaire did not allow 
particular events to be linked to locations. 
4.2.8.4. ~:iUJilIUl.JII!!ik[!fml..em.llll 
It has been pointed out by some authors (e.g. Davidson & 1991) that the 
symptoms of PTSD as outlined in the DSMIV (American Psychiatric Association, 
1994) overlap with those of other psychiatric disorders as depression and 
anxiety. questions validity of PTSD as a 
diagnostic It may be argued if a participant 80n the SRQ, 
he/she was more likely to obtain a diagnosis of PTSD. It needs to be asked, then, 
whether, in cases where a partiCipant obtains a diagnosis MPM on the SRQ, 
together with a diagnosis PTSD, co-morbidity can be assumed or whether, in fact. 
this questionnaire is merely duplicating a diagnOSis of the This, 
however, is a question which nA1,/nrl'" this research diagnostic 
such as that nl'l"l,rnl"liTAn American Psychiatric Association 
(1994).52 Chapter 2, section 

















It is well in substance abuse that alcohol 
under-reported in interviews and questionnaires and that heavy drinkers to 
underestimate consumption (Nystrom, Perasalo & Salaspuro, 1 Pernanen, 
1974; Poikolainen, 1985). This factor to be taken into consideration when 
the prevalence of alcohol CU .. ,fI .. ;;:'", risky drinking in the 
Regarding questions assessing substance abuse, moreover, ''''''' ... '''''' related to timing 
were not adequately. For purposes it is usually 
behaviour such as 'binge drinking' has taken place within the past 2 Wj:>.I"K!'i: 
qualification, however, was included in this questionnaire. 
In 1''''' .... ,iI'1'''''~t ... comparison with risky 




utilized definition of risky drinking in South African research is the consumption of 5 or 
more drinks at least once in the 14 days (See Chapter 2.4.1.8.1.[b]). 
4.2.10. Ethical problems 
It is uut,;le51.eu. in retrospect, that it have been beneficial include an offer, at 
questionnaire, to discuss feelings "*y, .. ",,, ... by the 





l i SU~Jge!SIEia 











Despite this study's specific focus upon prevalence 
attending the general medical services the 
detection of MPM in 
the major 
recommendations arising out of this extend beyond the itself and 
address the broader issue mental health services to students at the 
university. Such tangentiality is justified considering the relatively high prevalence 
of MPM (29%) found amongst attending the general health services of the 
SHS. As previously mentioned, this percentage prevalence rate, the 
methodological limitations study, might an overestimation. However, even 
if the percentage prevalence is considerably lower 53, it would be high enough 
to that mental health for students UCT should a carefully 
considered policy issue. need is compounded, focused, by a 52% 
exposure amongst the sample attending SHS to traumatic events a current 
prevalence of 10%. Currently. UCT no integrated poliCY or programme 
students' mental health Students' mental needs are 
partially in various other pOlicies, such as those relating to sexual 
harassment and HIV and AIDS (UCT Department of Development and Public 
Affairs, 1997a, 1997b). 
A question raised by the above-mentioned results, which 
health services UCT, is the relationship between 
implications for mental 
o'F MPM amongst 
clinic and prevalence MPM in the broader community (in this 
the entire student community at UCT - approximately 15500 students [according to 
enrollment figures in 1997 {Ramphele, 1997}]). 
Goldberg and Huxley (1992) suggest that many persons with psychiatric morbidity 
never come the attention of primary care services and therefore that 
prevalence estimates based on clinic alone do not truly reflect total 
psychiatric morbidity of a given community. Parry (1996), in a of 24 
10% had found, approxImately students attending the 
1"U>1"I""""'/ medical "'''''''''r>&.''' ofthe SHS between May and June 11 could be considered to be 













conducted on adult clinic attenders or community shows that the 
of MPM is roughly the same in clinic and community samples. In the 
only research available in South which estimates prevalence in a clinic 
sample and related community. a 45% prevalence was found in the clinic sample 
(Miller & Swartz, 1991) and a 27% in the community (Rumble, 1 
However, methodological problems related to the clinic study suggest the 
prevalence estimate of 45% is an overestimation. 
However, even assuming that prevalence in the community is 0.6 times that of 
prevalence in clinic upon obtained in in Mamre 
[Miller & 1991; Rumble. 1994]) this would suggest that 17.4% of UCT 
student community is suffering from MPM (approximately 2700 students). 
Approximately 4% of all students attend the SHS (at time this study was 
conducted) and 29% these are suffering from MPM approximately 162 
students). Therefore, only about 6% of UCT students with mental health difficulties 
are presenting general medical services of and 8.5% are presenting at 
the medical services mental services combined (2.5% l:In'=Ol"lrtill"ll"l 
mental health services). 
In addressing the above-mentioned UCT requires an integrated policy for 
students' mental needs which underpins an and well 
marketed health In addition supportive and treatment 
interventions emphasis should be placed upon education about mental 
issues, with a preventative and destigmatizing focus (Arnstein, 1990). Furthermore 
the nature of supportive and treatment based interventions should broadened 
beyond individual counselling in order to the needs of a greater number of 
students. The relationship between MPM and poor aqjustment to university 











Prior to discussing structural 
digression into the 
required. Copeland (1981) su(]Oe!sts 
to the planning of services, a brief 
and the need for treatment is 
depends upon the form, 
severity and duration of condition as as upon the necessitY, for treatment. 
In measuring a must be aware that 
the division of into cases and non-cases is a classification, 
and like all classifications it is man-made and not in nature. It is a 
concept created for a purpose and is useful only in so far as it serves 
that purpose ... [thus] ... there will as many classifications of a case 
as there are purposes (p. 10). 
Therefore, if the purpose of is to determine the need for treatment by a 
MHP, the definition of a case might quite different from that definition to 
establish a prevalence MPM for comparative purposes. 
It should be of caseness by the SRQ I:Itilizes 
the form and, to some AVTCln'f C!CI\,IClI"I1r\l of a condition. What it not us, 
however, is anything duration of a condition, the necessity for 
treatment and the nature of appropriate treatment. 
The epidemiological concept of the 'natural history' of a disease/disorder to 
the course of a disorder from inception to resolution. Once clinically a 
disorder may continue inexorably. subject to remission or 
of 
spontaneously (Last. 1988). Without any knowledge of the duration disorders 
and specific factors which may facilitate spontaneous remission, we cannot 
ascertain accurately the relationship between a prevalence estimate of MPM and 
the probability of a d timing of spontaneous remission (referred to ~s 'restitution' by 
Goldberg Huxley [1992]). We may assume, however, that a percentage 
of cases will. within a short period, remit spontaneously without 
treatment. Huxley (1992) assert that 
investigators who ... !:'II'lI"lCl .... out validity studies of psychiatric 
questionnaires invariably discover a substantial group of who are 
'false on the that is to say, they have high scores but they 
do not criteria for a diagnosis. Such .... "'7""" ...... '" 
experiencing the symptoms which they have reported on the 














required for a diagnosis, or the patient does not have quite enough 
symptoms for a diagnosis. These patients are often thought to be 
experiencing understandable minor adjustment reactions to or to be 
mildly defensive people who ~re reluctant to discuss their psychological 
symptoms with another person ... Considerable numbers of patients with 
disorders that just reach criteria for a diagnosis will in fact remit over the 
next month ... (pp. 114-11 
Research by Goldberg and Williams and Tennant et (1988 and 1981 in Goldberg 
& Huxley, 1 indicates that spontaneous may predicted by scores 
just above threshold on an initial screening instrument, by recent onset, a recent 
'peak' of the disorder (Le. they were already improving), by recent threatening life 
events!short term social and by recent 'neutralizing' or 'fresh start' events 
and by high of social The remission process is hindered by physical 
illness, a past of psychiatric illness, poor coping abilities and long-standing 
social difficulties (Goldberg & Huxley, 1992). Lin and (1984 in Goldberg & 
Huxley, 1 measured depression at 2 ...... il"'lte: 
depressed at time 1, forty three were 
found that of 
r el:i:seu at time 
On the other side of the coin, a percentage of those who are not classified as cases 
may be in remission and will shor ly relapse. A measurement of 'case ness' as used 
in this study, moreover, gives us no information about the nature of treatment 
required and the of severity worth treating. It is conceivable, that some 
percentage of those measured as 'cases' will alleviate their symptoms by seeking 
interventions outside the of mental health services (e.g. relatives!friends! 
religious leaders 
Data regarding the natural historY of MPM can obtained partially from what is 
already known through epidemiological stUdies in other contexts. Specific "l'O<'::Qg,rrn 
pertaining to the population being stUdied, however, would also be peneficial. 
Blazer (1995) asserts that natural history of mood disorders indicate that 
severe symptoms are associated with less likelihood for recovery that relapse 
are high for major depressive immediately following recovery. A 
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previously stated, moreover, depression and anxiety are frequently comorbid. 
Hagnell (1970) suggests that the average duration of episodes of neurosis 
(excluding the neuroses of old age) is about 6 to 7 months. For patients with ages 
ranging between 20 and 60, 40% of episodes have a duration of less than 3 months 
and 70% of less than 6 months. Only 4% have a duration of more than 3 years. 
Many neuroses have a limited course, even if untreated. However, with regard to 
mood disorders, even though the initial episode may resolve, there is a risk for 
subsequent episodes. Moreover, early identification and treatment of early 
depressive symptoms may prevent the development of a full depressive episode. 
Thus, even those participants who scored below 8 on the SRQ might benefit from 
treatment. 
The recommendations outlined below require consideration in light of the above-
mentioned comments. Further research, moreover, where 'caseness' is defined in 
terms of treatment required, is necessary in order to fully understand the 
implications of this research and the related recommendations. 
4.3.1. The need for integrated. accessible and well marketed mental 
health services 
Mental health services at UCT are fragmented (see Chapter 1, section 1.3.5.1.) and 
often poorly marketed, and this, it may be suggested, reduces both their 
effectiveness and accessibility to students. For a student experiencing mental 
health related difficulties, it may be argued, it is far from self evident where they 
should seek help. Whilst the Careers Office widely distributes pamphlets and 
newsletters advertising their services, the other facilities mentioned in Chapter 1, 
section 1.3.5.1. rely upon referrals and input given to students during their initial 
orientation to UCT. It is perhaps noteworthy that UCT's ~ome page on the internet 
(http://www.uct.ac.za) provides virtually no information on student counselling 
services. Psychotherapy is included amongst a list of services provided by the SHS 
in a short, not easily located, paragraph about the service (8roek, 1996). A similarly 
difficult to find paragraph on the Student Advice Office includes 'counselling by 
social workers [for] .. .family and personal problems' amongst its list of services 
(8roek, 1996) (see Appendix 18 for examples of internet information about 
counselling services at some other universities). It is suggested that greater 












to be provided on 
Western Cape (such as Lifeline, 
Counselling Centre). 
in .. ae't'lan .... .:.e of mental health facilities in the 
Nicro, SANCA and the Drug 
In order to prevent repetition of and to provide a more accessible mental 
health programme for students, UCT requires an integrated mental health ", ... nll ...... 
Practically, it may argued, requires a central, and well 
point of intake responsible specialized referrals. 
Given the finding of a 
prevalence of PTSD 
related 
growing body of 
Figley, 1985; Van 
intelVention 
meaningful 
difficult to obtain a 
exposure to traumatic events and a 10% current 
should be placed upon providing trauma 
nature of such counselling should depend upon a 
addressing intelVentions for trauma victims see 
Regarding different forms of ,. ... O, .. !:lI ..... O 
Mbape (1998) that little 
outcome work has been undertaken and it is thll:l,f'.cof,t"u·o 
of the relative efficacy of various 
Moreover. most treatment studies have focused upon ex-combatants as to 
victims of civilian trauma. 
A recent study in Zimbabwe (Reeler & Mbape, 1998) indicates the .c>ff,,, .... t"I\/.c>'r"IIae,e of a 
single therapeutic intelVention for patients with chronic psychological disorders due 
to torture. This both de-briefing of the trauma and 
symptoms and 
a control 
solving of current life problems. Due to the. 
or a comparison with another form of treatment, the success 
of an n/AnTII',n cannot conclusively determined. However, it has obvious 
cost n.cofUllI1'ITC:: 54 
Staehr (1995) and Straker (1987). 
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An important issue which consideration in providing CUJ~::".II.1C11lC: 
who been exposed to traumatic events is that of the efficacy of and 
necessity for immediate post-trauma counselling. Van der Veer (1998) that 
a is beneficial since it enables the survivor to obtain information 
regarding PTSD symptoms and to correct misunderstandings and mobilize adaptive 
coping skills at an early Moreover, it the counsellor to set limits on 
. self-destructive behaviour. Gillis (1993) concurs that· the hours and days after a 
traumatic event are a key time mental health intervention ... [since] intervention 
this point may enhance effective coping strategies and prevent longer term 
maladaptive resolutions' (p. 169). In considering immediate post-trauma counselling, 
the technique Critical Incident Debriefing should be explored. Yule (1994 in 
Herbert, 1996) cautions, however that 'given the few evaluative studies debriefing, 
and the assumption that individuals will adapt to at different care 
be exercised before offering debriefing as a panacea to all survivors.' (p. 1 The 
high of who have exposed to trauma indicates, the 
necessity of promoting Western Cape based organizations dealing with trauma as 
well as students in the university environs. The latter 
intervention, as stated previously, is already a priority at UCT, particularly, and 
justifiably, given the results of this research with regards to sexual harassment and 
Campus Control a Protection from 19hOO to 01 hOO 
for students who unsafe and need an escort from one part of campus to another 
(UCT International Ac.aO~:lmiIC Programmes Office, 1 
The development of an integrated mental health for students policy programme 
at UCT be facilitated by the appointment of UCT's first Dean of Students, Dr. 
Mathabe, a counselling psychologist some months the this study was 
collected (September 1998). Her brief is to restructure the Student 
Department under which the and the Student Advice Office currently fall. 
new department will Student Development and Services 
Department (SDSD) Chapter 1, section 1.3.5.1.}. Indeed, Monday Paper 55 
(New Dean of Students to foster Student Development, 1998) reports that 'Dr. 
Mathabe said her main challenge initially as Dean of Students would be to integrate 
the University's ' (p. 2). 
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Fourteen percent of students who scored 8 above on the and who were 
seeking medical assistance at the acknowledged affective symptoms. 
two of who scored 8 or more on the had previol,.lsly/or were 
currently MHP's 56. Thus, a number of students were or 
did not emotional difficulties approximately half of 
with mental health difficulties had never or were not seeking mental health 
assistance. 
It may be thus, that students at UCT 
health difficulties. It is suggested that mental health 
academic environment Psychology 
be 'educated' about 1'T'II"nTl::U 
move beyond the 
the clinical environments 
of the ...," .... ~·"'I of SHS and other facilities which offer mental 
health interventions on campus. MHP's aligned to the student mental health 
programme, should, besides a clinical function, undertak~ an 
function on campus (Arnstein, 1990). Informative interventions on campus and in 
residences addressing mental health issues (e.g ....... c""' .. displays, lunchtime talks in 
accessible venues, the distribution of leaflets, information provided on the 
as part of a UCT student counselling service examples in Appendix 
18 - specifically program' by University {Auburn 
University Services, 1999}]) will serve the purpose of both 
educating students 
through sensitive 1WAIJV;:',U 
mental health issues and may also, to some extent, 
destigmatize such 
~11~rjr:ll medical services of the SHS who scored 8 or more on 
further it is difficult to conclusively explain such a IIl.U'Il." 
possibilities may be SU(7Deste,d: 
is high. Without 
However, a number of 
1) It is conceivable that people who use services for one problem (i.e. somatic complaints) 
are more likely to use for other problems (i.e. for mental health related complaints). 
2) It is possible that, as a population, students are more likely to know about, have access to 
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Educational interventions, it should be noted, may also serve a preventative 
function. Although the 9.5% prevalence of binge drinking in this sample was lower. 
than that found by et al. (1994) in a similar population it is significant enough 
to warrant attention. In 1997, SHS embarked upon a campaign to 
alcohol use and abuse on campus. This involved having a member of Alcoholics 
Anonymous to staff the student health table during orientation weeR in 1997, 
referrals of students to Alcoholics Anonymous, a poster campaign in residences 
(see Appendix 19), lobbying over UCT radio, liaising with wardens in UCT 
C::ln,iC>nl~iC>C:: an alcohol awareness week involving talks and debates (with the theme 
of 'think before you drink'), training the members of residence committees 
to intervene appropriately when nec:::es:salry (Dr. Jaffer, SHS, personal 
communication, January 15, 1 This campaign, however, lapsed somewhat 
during 1998 owing to shortage of humanpower and consequent time pressures. 
SHAWCO and the Rag Committee currently the 'buddy up' campaign. 
This involves offering students the option, at parties, of handing in their car keys 
and receiving a breathalizer test before having their keys retumed. If their alcohol 
levels are above the acceptable limit the students are home. Moreover. in 
1 a decision was taken that no alcohol could be sold on campus; parties, 
therefore, take place off campus. South African Breweries, however, still subsidizes 
alcohol at UCT parties {1999 Rag Committee Chair, personal communication, 
January 18, 1999}. The effects of campaigns may. at partially, explain 
the lowered figures found in this study. 
Parry Bennetts (1 suggest 3 forms of prevention for alcohol misuse-
primary, secondary and tertiary 57, They suggest that health education be included 
as part of efforts at primary prevention (see chapter 5 of Parry and Bennetts [1998]. 
as well as Glanz, and Rimer [1997J for on health education). 
are at risk from problem drinking ... tertiary prevention refers to strategies aimed at who 
already a drinking problem and where intervention (treatment and/or rehabilitation) is 
needed to deal with acute or chronic effects of dependence or abuse' (Parry & Bennetts, 
1998, p. 159). 
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ltis SU(]OelstE!O preventative and 
drugs continue to 
about the effects of both 
Students themselves 
could become involved in such eOIUCcUIOln ...... "''''''' .... t'!lltluO campaigns as part of their 
coursework. instance, as part of their community based work, 
honours students in the Psychology Department might undertake a 
psychoeducational campaign on campus or preventative campaigns such as 
informing students of the hazards of drug Preventative 
workshops run by MHP's aligned with student mental health programme could 
cover such issues as managing exam communication skills.Jearning skills 
(see Appendix 18 section 3 for 'workshops and specialized programs' and 'learning 
strategies and resources' offered by Queen's University Student Counselling 
~1:llF'\lIr'l:ll [Student Counselling Queens University, 1996]). In terms of 
for the SHS many of the the 
""" .... " .... '0 for medical reasons difficulties, more CAIJV;':'U within 
the is recommended. 
Education, it is suggested, extend beyond the education of If'I.::.ntc: to 
education of general health and academic staff 
Regarding general health care practitioners. as already stated, no 
can be drawn regarding the detection of mental health difficulties u~til a second 
stage study is carried out. but it is likely that some underdetection is taking place 
and further education on mental health issues is warranted. Academic staff would 
benefit, it is SU(lCe!SIEm from input on when and where to as well as 
association fou d MPM and difficulties to 
university. part policy on HIV infection and AIDS, courses on 
counselling skills to who might be help or 
support by a living with HIVor AIDS. courses are 
available to all of the university community without 
(UCT Department of and Public Affairs, 1 SU(lOelstE!O that 
such training is training on broader mental health Appendix 
18 part 4 for the 'consultation' program offered by Auburn University [Auburn 
University Student Counseling Service, 1999]). 
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Financial and human power at facilities offering mental health services to 
students are acknowledged it is within this that supportive and 
treatment based interventions need to considered. Individual therapy, whilst it 
certainly has a place, is time consuming, and labour intensive. It may 
argued, therefore, that more emphasis needs to placed upon 
interventions. The Child Guidance Clinic and Student Advice it is 
SUI]aE~stle(]. could run groups, for instance, for students who have experienced 
sexual assaultlharassment, students who have been exposed to traumatic events,SS 
students having difficulty settling in residences or at UCT in general and so on. 
Appendix 18 part 4 for group interventions offered by Auburn University [Auburn 
University Student Service, 1999]) S9 
pilot nature of this study opens up many channels for future research. These 
include the following:-
'* A study of the prevalence and detection of MPM using a second stage 
criterion. Such a study would enable a more exact idea of the prevalence of minor 
psychiatric difficulties students general as 
as a more understanding of the of MPM by medical practitioners. 
natural history of MPM amongst students attending the general 
medical """u ... "r·"" of the health would be Such 
might information on spontaneous remission, as well as resources that 
might using to mental difficulties besides 
formal mental health services). A assessment of Yfhat students they 
need with respect to university mental health services, their awareness of what is 
available and whether these currently meet their could be 
undertaken. 
58 Gillis (1993) that after a trauma is facilitated when ... {survivors} feel 
supported by peers and when they can talk with others who have had similar 
experiences.' (p. 173). It should noted that Gillis (1993) is writing specifically about 
interventions for children who have experienced trauma but the principles can be extended to 
adults. See Gillis, p. 174 for more details regarding group work for trauma' survivors 
59 One intern at the Child Guidance Clinic year already runs a group at the which 
meets once weekly. 
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the relationship found in this study between MPM and poor adjustment to 
university, further research on factors affecting adjustment and on the relationship 
between MPM and could fruitfully be undertaken. 
to undertaken in this study could be 
accurate details on duration time the traumatic 
event 
.. research on substance abuse undertaken in this study could be improved 
upon, thereby rendered more useful, by utilizing criteria for 'risky drinking' used 
by other studies in South (e.g. et aI., 1994) .. 
.. the findings of this research regarding the utility and criterion validity of 
questions 21 
Africa would be 


















The recommendations by this research have, to a extent, led away 
from the services offered by the To return to these, briefly, however, a few 
to the 'why have you come to student health?' will be quoted. 
Students reported find the service 'user-friendly', and 'a very 
. approachable they feel 'comfortable' with doctors and 
nurses, that they 'good advice and good , that the 
'doctors here are very and loving' and that 'the nurses are friendly 
and understand students' problems'. One student reported that he/she has 'the 
confidence that I will be helped' and another that 'I have been twice before and the 
treatment I received was very good'. 
This research was structured as a pilot study to assess the prevalence and 
detection of MPM attending the medical services of the 
UCT SHS. nature of this methodological 
limitations, a findings were research highlighted 
the relatively high of MPM amongst at UCT, the high eXIJOSiU 
of UCT students to traumatic """" ..... Y'" and patterns of substance abuse. All of 
issues have implications for the structuring of mental ....... 'O'T" services at UCT. 
Furthermore, this 
mental health 
suggests the necessity for further research, both into 
students at UCT and into the use of the SRQ as a screening 
instrument for psychiatric morbidity in South Africa. 
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UNIVERSITY OF CAPE TOWN 
~----
~ Student Health Service 
PROTEM· Bungalow NO.7· Show Rood 
Rondebosch 7700 
Telephones: 6503662· 6S03OOJ 
Thank-you for completing this questionnaire. It forms part of a research 
project, the results of which will be used to improve the services offered 
to students at Student Health. 
You do not need to write your name on the questionnaire and your 
response will remain completely confidential. 
With your permission, I will also have access to your medica.1 folder. All 
information in this folder. however, will remain confidential: 
Thank-you for your co-operation. 
TAMARA GELMAN 
I give pe:r:mission for Tamara Gelman to have 
access to my confidential folder 
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Please tick the appropriate category or fill in the 
answer where space provided 
1. Are you male or female? 
2. What 'race' are you? 
3. What is your date of birth? 
4. Are you from Town? 
5. What degree are you registered for? 
6. What year of your studies are you in? • . • . • . . • • . . • . .. year 
7. How have you been at UCT? 
8. Do you feel settled at UCT? 
9. Are you coping with your academic work? 
10. Are you coping financially? 
11. Why have you come to Student Health? 
it ". III .................................. .., .................... III ...................... III ........ III ................................ III .. .. 
1. Do you often have headaches? 
2. Is your 
3. Do you 
'" This quution is includedfor the sole purpose of he/ping to pl'OVide the but possible servicu at Studmt 
Health. Its inc/lUion does not imply an acceptance ofpolitiCtJI ofidmtity. 
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4. Are you easily frightened? 
·5. Do your hands shake? 
6. Do you feel nervous, tense or worried? 
7. Is your 
B. Do you have trouble thinking 
9. Do you feel unhappy? 
10. Do you cry more than usual? 
11- Do you find it difficult to 
your activities? 
12. Do you find it difficult to make 
decisions? 
13. Is your work 
14. Are you unable to playa useful part in 
life? 
15. Have you lost interest in 
16. Do you feel that you are .a worthless 
17. Has the thought of ending your life been 
in your mind? 
lB. Do you feel tired all the time? 
19. Do you have uncomfortable 
in your stomach? 
20·. Are you easily tired? 
21- Do you feel that has been 
to harm you in some 
22. Are you a much more important person 















23. Have you noticed any interference or 
else unusual with your 
24. Do you ever hear voices without knowing 
where they come from or which other 
people cannot hear? 
25. Have you ever had fits, convulsions or 
falls to the ground, with movements of 
arms and legs, biting of the tongue or 
loss of consciousness? 
1. Have you witnessed or experienced any 
situation that was frightening or 
traumatic or where you felt that your 
life, or that of someone else, was in 
What was the nature of this situation? (please tick) 
Threat Beating o Knife Attack 
D Sexual Assualt c:J Other 
D 
(specify. _~ : ••••••.••• 
When did this occur? 
Where did this occur? 
Home o 







«> ...... '" .......................................... ) 
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2. Do you recurrent or 
memories of this event? 
3. Do you have recurrent nightmares of the 
event? 
4. Do you sometimes feel as though the event 
is happening 
5. Do you have a sudden emotional or 
reaction when reminded of 
the event? 
6. Do you avoid thinking or talking about 
the event? 
7. Do you avoid , activities or 
that remind you of the event? 
8. Do you feel detached or 
people? . 
from 
9. Are you unable to feel some emotions? 
10. Are you jumpy and "'''" ......... :x startled? 
11. Do you feel irritable and 
12. Do you difficulty 
13. Do you feel unable to remember of 
the traumatic event? 
14. Do you feel as if you have a future? 
SECTION 4: 
1. How often do you usually have a drink containing alcohol? 
If you answered 'NEVER' please skip to question 9 
















3. At one time, how much do you typically drink? (specify) 
of beer 
••.••••.•••• tots of 
•••••••••••• of a bottle of spirits 
••••..•••••• glasses of wine 
••.••••••••• bottles of wine 
4. How often do you drink more than 5 drinks (1 drink = 1 beer/1 
1 glass of wine) on one occasion? 
5. How often 
most of your 
engage in bouts of heavy 
time in a given day drinking). 
6. Have you ever felt that you to 
cut down on your 
7., Do friends or relatives ever worry 
or complain about your drinking? 
8. Does drinking interfere with your academic 
work 
9. How often do you smoke dagga? 
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10. Have you used any of the in the last 12 months? 
Mandrax 
Glue/Paraffin/ 
. other inhalant 
Other specify 
If YES, how often? 






symptoms as a result of heavy 
intake? 
Have you consulted a doctor before? 
If was this at Student Health or 
elsewhere, or both? 
Have you consulted a before? 
Have you consulted a 
before? 

















RELATIONSHIP BETWEEN DSMIV CRITERIA FOR PTSD AND 
QUESTIONNAIRE ITEMS 
Table 1 describes the relationship between DSMIV (American Psychiatric 
Association, 1994) criteria for PTSD questionnaire items. 






















QUESTIONNAIRE FOR PRACTITIONERS 
consultation, r feel that this has: 
1. a cal health only 
2. a mental health 
3. a cal and mental health 
4. no health of any kind 
5. no possible 
r make this based upon '-
1. this consultation alone 
2. about the 
3. both of the above 
was the following 
.... " ...... " ....................................... " ...... '" ........................................................ .. 
.. .. .. .. .. .. .. .. .. .. " .. .. .. .. .. ~ .. .. ~ .. .. .. .. .. .. .. .. ~ .. .. .. .. .. '" .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. " .. .. .. " .. . .. .. .. .. 




















1. referred to mental health services at student health 
2. referred elsewhere 
Please the nature of the referral. 
3. prescribed ps medication 
4. none of the above 
Please 
consultation, I would have liked to refer this 
but was unable to 
If YES .... 
Where would you have liked to refer this patient? 
was this difficult? 
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Ethics Committee 
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Table A9.1. Differences between racial ratios of students at UCT and of 
students attending SHS 
Table A9.2. Differences between gender ratios of students at UCT and of 
students attending SHS 
Table A9.3. Relationship between 'race' and gender in students attending 
UCTand SHS 






























Table A9.5. Relationship between 'race' and sense of coping academically 
Table A9.6. Relationship between 'race' and financial coping 




OBSERVED FREQUENCIES A«'~, • Cli 'w .NOte: , '.ae.dentlca '';'<" 48 , , 
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tot.l,. "" 
.. , 00>'%- 295 5' '" 
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'Tolals C>'., ".,'" 295 58 '37 W' , 
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BlKk & 209.72 71 .3 
Colour.tlIIndjan 43.22 14.69 
White 1"';;' 97.06 33 





























Table A9.B. Relationship between gender and minor psychiatric 
morbidity 
Table A9.9. Relationship between subjective sense of adjustment to UCT 
and minor psychiatric morbidity 
Table A9.9.1. With 2 categories of minor psychiatric morbidity 
Odds Ratio = ad/bc = 4.4 
95% confidence interval 
I0geOR = 1.48 
SE(logeOR) =0.31 
1 . 48-~1 . 96xO . 31) to 1.48+(1 .96xO.31) 
= e 08 24 to e2087~ 
= 2.39 to 8.07 
150 
S.a
STANDARDIZ.ED R,i;SIPUALS sRQJO_t81<8 8~RQ total<115 
Notag' sted ~'w -2.61 1.75 
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Table A9.1 O. Relationship between students' reported reasons for attendance and 
minor psychiatric morbidity 
Table A9.10.1. With 2 categories of minor psychiatric morbidity 
Odds Ratio = ad/bc = 12.9 
95% confidence interval 
10geOR = 2.55 
SE(10geOR) =0.56 
2.55-~1.96xO.56~ to 2.55+(1 .96xO.56) 
= e 1.4 24 to e3.647 
= 4.27 to 38.38 
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Table A9.12. Relationship between scores on the SRQ and 
consultation with a mental health professional 
Table A9.12.1. With 2 categories of minor psychiatric morbidity 
Odds Ratio = ad/bc = 2.9 
95% confidence interval 
10geOR = 1.06 
SE(10geOR) =0.2 
1 . 06~ .96xO.2) to 1.06+(1 .96xO.2) 
= eO. to e 1.45 



















Tables A9.13. Relationship between categories of trauma and PTSO 
Table A9.13.1. Relationship between PTSO and beatings 
Odds Ratio = ad/be = 2.34 
95% confidence interval 
10geOR = 0.85 
SE(10geOR) = 0.35 
0.85-U .96xO.35) to 0.85+(1.96xO.35) 
= eO.1 to e 1.536 
= 1.18 to 4 .65 
Table A9.13.2. Relationship between PTSO and bereavement 
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pnD 'h' '*" 
v, 
50.83 1.17 
To'ai$' ""::;.- » <$-- c' ,~ 26' 6 
ti D
OBSERVED FREQUENCIES Nd,cJJroacdde:nl \C-araccldeftt 
No PTSD ':'<>AA' '><i;: 170 45 
PTSD "'",,, *,. 47 5 



















Table A9.13.4. Relationship between PTSD and knife attacks 
Table A9.13.5. Relationship between PTSD and 'other' traumatic events 
Table A9.13.6. Relationship between PTSD and sexual assaults 
Odds Ratio = ad/bc = 4.6 
95% confidence interval 
10geOR = 1.52 
SE(10geOR) =0.38 
1 . 52-~1.96xO.38~ to 1.52+(1 .96xO.38) 
= eO.7 52 to e2.264 
= 2.17 to 9.63 
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Table A9.13.8. Relationship between PTSD and threats 
Table A9.14. Relationship between PTSD and multiple/single 
traumatic events 
Table A9.15. Relationship between PTSD 60 and minor psychiatric 
morbidity 
60 Excluding PTSO criteria C4 and 01 
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STANDARDIZED RE§IOOAlS " i§ SRQ lotal<t BsSRQ fot,I<15 ,SRDtobl:t1S 
NoPTSD :"",.> 1.1 1 ·0,85 ·2.32 
PTSO ,,*,",,:,. y..,., ·3 ,67 2.82 7.66 















Table A9.1S.1. With 2 categories of minor psychiatric morbidity 
Odds Ratio = ad/bc = 9.85 
95% confidence interval 
I0geOR = 2.29 
SE(logeOR) =0.38 
2 .29-~1 . 96xO . 38~ to 2.29+(1.96xO.38) 
= e 1.5 52 to e3034 
= 4.7 to 20.8 
Table A9.16. Relationship between PTSD and gender 
Table A9.17. Relationship between minor psychiatric morbidity and 
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PTSD ~.* . . ~-/y '1' 33.52 18.48 
















Table A9.18. Relationship between minor psychiatric morbidity and 
'binge drinking' 
Table A9.19. Relationship between minor psychiatric morbidity and 
'problem drinking' 
Table A9.20. Relationship between frequency of alcohol consumption 
and gender 
157 
. l ti  
ti
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i
OBSERVED FREQUENCIES ;~ FCllmle Male :rOTAlS 
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l--t x1wlWtk ' 'w' 8 7 15 
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Less often ~,,<; 72 30 102 No,,, " , 127 53 160 










Table A9.21. Relationship between 'binge drinking' and gender 
Table A9.22. Relationship between 'problem drinking' and gender 
Table A9.23. Relationship between the frequency of alcohol 
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OBSERVED FREQUENCIES BI.:"ACK' . ·c. %' 
""" to: -",., , 3 0 3--4 -xJw:eek 'k 3 1 
1.2 XlWeeic :i,/, 31 6 
1-2 X/n:lOJtth '~::;:;'-' :C, 42 17 
lenorten':''':;,:~i :,::",,~~> 68 10 
































Table A9.24. Relationship between 'binge drinking' and 'race' 
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Table A9.26. Relationship between frequency of alcohol consumption 
and interference with academic work requirements 
Table A9.27. Relationship between 'binge drinking' and interference 















Table A9.28. Relationship between 'problem drinking' and interference 
with academic work requirements 
Table A9.29. Relationship between the frequency and extent of 
cannabis consumption and minor psychiatric morbidity 
Table A9.30. Relationship between the frequency and extent of 





~ 2!:: -- ~ 
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Table A9.31. Relationship between the frequency and extent of 
cannabis consumption and 'race' 
Table A9.32. Relationship between the use of 'hard drugs' and minor 
psychiatric morbidity 
Table A9.33. Relationship between the use of 'hard drugs' and 
gender 
162 
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Table A9.34. Relationship between the use of 'hard drugs' and 'race' 
Table A9.35. Relationship between HSR ratings and minor psychiatric 
morbidity 
Table A9.36. Relationship between HSR ratings and gender 
163 
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Table A9.37. Relationship between HSR ratings and 'race' 
Table A9.38. Relationship between HSR ratings and practitioners' 
diagnoses 
164 
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Table A 10.1. Relationship between 'race ' and sense of adjustment and sense 
of coping academically 
• %'s represent %'s of racial categories 
Table A10.2. Relationship between MPM, 'race' and gender 
• % 's represent % 's of racial categories, gender categories and categories of adjustment 
Table A10.3. Relationship between students' reported reasons for-attendance and 
gender 
• %'s represent %'s of gender categories 
166 
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Table A10.4. Relationship between PTSD and 
multiple/single traumatic events 
• %'s represent %'s of multiple/single traumatic events 
Table A10.S. Relationship between PTSD and gender 
Table A10.S. Relationship between the frequency and extent of alcohol 
consumption and MPM 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key : 
1 a = daily/ 3-4 times a week 
2a = 1-2 times a week 
3a = monthly 
4a = less often/never 
167 
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• °A, 's represent %'s of categories of frequencies of alcohol consumption 
key : 
1 b = daily/weekly 
2b = monthly 
3b = less often 
4b = never 
Table A1 0.7. Relationship between gender, the frequency of alcohol consumption 
and 'binge drinking' 
• %'s represent %'s of categories of frequencies of alcohol consumption 
Table A 10.8. Relatio ship between the extent of alcohol consumption and 'race' 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key : 
1 a = daily/ 3·4 times a week 
2a = 1·2 times a week 
3a = monthly 
4a = less often/never 
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• %'s represent %'s of categories of frequencies of alcohol consumption 
key : 
1 b = dailylweekly 
2b = monthly 
3b = less often 
4b = never 
Table A10.9. Relationship between cannabis consumption, MPM and gender 
• %'s represent %'s of categories of frequencies of cannabis consumption 
• key dlw = dailylweekly 
Table A10.10. Relationship between use of 'hard drugs', MPM and gender 
• %'s represent %'s of categories of frequencies of drug consumption 
• key Y= yes 
N= no 
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THE FREQUENCY OF OCCURRENCE OF INDIVIDUAL SRQ25 
ITEMS 
Table A 11.1. indicates the frequency with which individual items on the SRQ were 
answered affirmatively or otherwise. 
Table A11.1. Frequency table of individual SRQ25 items 
Wi ..... !IillEili ~ · ··· ·.····}::~:()~I<··· . . 
1 205 308 2 
2 77 435 3 
3 159 354 2 
4 130 382 3 
5 105 409 1 
6 246 266 3 
7 104 401 10 
8 133 379 3 
9 145 366 4 
10 77 434 4 
11 127 386 2 
12 154 361 0 
13 133 374 8 
14 111 398 6 
15 119 390 6 
16 47 468 0 
17 82 430 3 
18 179 331 5 
19 192 323 0 
20 229 285 1 
21 67 446 2 
22 180 306 29 
23 109 400 6 
24 27 486 2 















CONFIDENCE INTERVALS FOR PROPORTIONS 
Confidence intervals for proportions were calculated using the following formula 





P = xlN 
x = the number of events of a particular kind 
N = the number of independent observations drawn 
Q = 1 - P 
1) Proportion of students scoring between 8 and 14 on the SRQ (24%) (95% CI is 
19.8% to 27.7%) 
2) Proportion of students scoring between 15 and 19 on the SRQ (5%) (95% CI is 
3.4% to 7.1 %) 
3) Proportion of students scoring zero on the SRQ (14.17%) (95% CI is 11.7% to 
17.2%) 
4) Proportion of students who scored positively on the SRQ and who reported 
emotional reasons for attendance (14%) (95% CI is 7.9% to 19.6%) 
5) Proportion of students who scored 15 or above on the SRQ and who reported 
emotional reasons for attendance (41%) (95% CI is 37.5% to 46.8%) 
6) Proportion of students who reported emotional reasons for attendance and who 
scored 8 or above on SRQ (82%) (95% CI is 62.6% to 91 %) 
7) Proportion of students who scored 8 or above on the SRQ and who have 
previously consulted MHP's (42%) (95% CI is 33.8% to 49.7%) 
8) Proportion of students who scored 15 or above on the SRQ and who have 
previously consulted MHP's (56%) (95% CI is 36.7% to 72.7%) 
9) Proportion of students who have previously consulted a MHP at UCT SHS (30%) 




























10) Proportion of students who have previously consulted a MHP 'elsewhere' (55%) 
(95% CI is 46.3% to 63.3%) 
11) Proportion of students who have previously consulted MHP's at SHS and 
elsewhere (15%) (95% CI is 9.8% to 22.2%) 
12) Proportion of students who scored above 8 on the SRQ and have previoulsy 
consulted a MHP at SHS (37%) (95% CI is 25.7% to 49.8%). 
13) Proportion of students who scored above 8 on the SRQ and have previously 
consulted a MHP 'elsewhere' (46%) (95% CI is 33.7% to 58.14%) 
14) Proportion of students who scored above 8 on the SRQ and have previously 
consulted a MHP at SHS and 'elsewhere' (17%) (95% CI is 9.3% to 28.5%) 
15) Proportion of students who have experienced trauma who have witnessed or 
experienced multiple traumatic events (22 .5%) (95% CI is 17.7% to 28%). 
16) Proportion of students who reported traumatic events who experienced the 
traumatic event on UCT campus (8.3%) (95% CI is 5.9% to 11 .3%) 
17) Proportion of students who drink daily (1.98%) (95% CI is 1.07% to 3.6%) 
18) Proportion of students who drink 3-4 days/week (2.96%) (95% CI is 1.8% to 
4.8%) 
19) Proportion of students who drink 1-2 days/week (20.36%) (95% CI is 17% to 
24%) 
20) Proportion of students who drink 1-2 days/month (18.97%) (95% CI is 16% to 
23%) 
21) Proportion of students who drink less often than 1-2 days/month (20.16%) 
(95% CI is 16.9% to 24%) 
22) Proportion of students who never consume alcohol (35.57%) (95% CI is 31 .3% 
to 40%) 
23) Proportion of students who 'binge drink' daily or 3-4 times a week (3.44%) (95% 
CI is 1.96% to 6%). 
24) Proportion of students who 'binge drink' 1-2 days a week (11 .8%) (95% CI is 
9% to 15.7%) 
25) Proportion of students who 'binge drink' 1-2 days a month (20.63%) (95% CI is 
16.6% to 25.3%) 
26) Proportion of students who 'binge drink' less often than 1-2 days/month or who 
never 'binge drink' (64.06%) (95% CI is 58.8% to 69.1 %) 
27) Proportion of students who 'problem drink' daily or weekly (2.86%) (95% CI is 





















28) Proportion of students who 'problem drink' monthly (6.03%) (95% CI is 3.9% to 
9.2%) 
29) Proportion of students who 'problem drink' less often than monthly (22.54%) 
(95% CI is 18.3% to 27.5%) 
30) Proportion of students who never 'problem drink' (68.57%) (95% CI is 63% to 
74%) 
31) Proportion of students who smoke cannabis 1-2 days/month (4.05%) (2.7% to 
6.2%) 
32) Proportion of students who smoke cannabis less often (13.22%) (10.4% to 
16.5%) 
33) Proportion of students who never smoke cannabis (78.25%) (95% CI is 74% to 
81.8%) 
34) Proportion of students who scored 8 or above on the SRQ and were given a 
physical rating or no rating possible by medical practitioner (75%) (95% CI is 67.9% 
to 81 .9%) 
35) Proportion of students who scored below 8 on the SRQ and were given an 
emotional rating by medical practitioner (7.3%) (95% CI is 4.99% to 10.43%) 
36) Proportion of students who scored 15 and above on the SRQ and were given 
an emotional rating by medical practitioner (40%) (95% CI is 23.4% to 59.3%) 
37) Proportion of students assessed as having a physical health problem only and 
given a medical diagnosis (97.5%) (95% confidence interval is 95% to 98.9%) 
38) Proportion of students assessed as having a mental health problem only or a 
mental and physical health problem and given an emotional diagnosis (75.8%) (95% 

















CUMULATIVE COUNTS AND PERCENTAGES OF SRQ20 
TOTAL SCORES 
Table A 13.1. shows the cumulative counts and percentages of SRQ total scores. 
Table A 13.1. Cumulative counts and percentages of SRQ total scores 
SRQ total count cum.count % of valid cum. % of valid % of all Cum. % of all 
score cases cases 
0 73 73 14.18 14.17 14.18 14.18 
1 58 131 11.26 25.44 11.26 25.44 
2 49 180 9.52 34.95 9.52 34.95 
3 34 214 6.60 41.55 6.60 41.55 
4 35 249 6.80 48.35 6.80 48.35 
5 39 288 7.57 55.92 7.57 55.92 
6 46 334 8.93 64.85 8.93 64.85 
7 33 367 6.41 71 .26 6.41 71 .26 
8 30 397 5.83 77.09 5.83 77.09 
9 28 425 5.44 82.52 5.44 82.52 
10 17 442 3.30 85.83 3.30 85.83 
11 25 467 4.85 90.68 4.85 90.68 
12 8 475 1.55 92.23 1.55 92.23 
13 6 481 1.17 93.40 1.17 93.40 
14 9 490 1.75 95.15 1.75 95.15 
15 6 496 1.17 96.31 1.17 96.31 
16 7 503 1.36 97.67 1.36 97.67 
17 4 507 0.78 98.45 0.78 98.45 
18 5 512 0.97 99.42 0.97 99.42 
19 3 515 0.58 100.00 0.58 100.00 
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THE NUMBER AND NATURE OF MULTIPLE TRAUMATIC 
EVENTS 
Table A 14.1. indicates the number and nature of multiple traumatic. events 









































TRAUMATIC EVENTS CATEGORIZED AS 'OTHER' 
Table A 15.1. describes traumatic events categorised as 'other' 
Table A 15.1. Traumatic events categorised as 'other' 












RELATIONSHIP BETWEEN CURRENT POSTTRAUMATIC 
STRESS DISORDER AND TIME SINCE TRAUMATIC 
EVENT 
. List of tables 
Table A 16.1. Observed frequencies of the relationship between PTSD and time 
since the traumatic event 
Table A16.2. Expected frequencies of the relationship between PTSD and time 
since the traumatic event. 
See Chapter 4, section 4.2.8.1. for comments on issues related to PTSD and 
DSMIV (American Psychiatric Association, 1994) specifiers of duration and onset. 
In this study, posttraumatic symptoms were classified as 'acute' if the trauma/s 
occurred any time in 1998 and as 'chronic' if the trauma/s occurred before 1998. 
Based on this categorization, of those suffering from PTSD, 35 (67%) manifested 
'chronic' symptoms, 7 (13.5%) manifested 'acute' symptoms, 3 (6%) showed a 
possible combination of 'chronic' and 'acute' symptoms and 7 (13.5%) failed to state 
the length of time since exposure to trauma. 
Although this questionnaire was unable to satisfactorily differentiate between 
chronic and acute PTSD (see Chapter 4, section 4.2.8.1 .2.) , it nevertheless 
suggests that chronic PTSD may be the most prevalent. This accords with 
Davidson and Fairbank's (1992) assertion that 'overall, most epidemiological 
findings are consistent with the conceptualization of PTSD as a chronic disorder, 
rather than an acute or self-limited one.' (p. 155). 
x2 analysis suggests that current PTSD and time since the traumatic event are not 
significantly related (l = 1.9; df =2; P > .39). See Tables A 15.1 and A 15.2 below 

























Table A16.1. Observed frequencies of the relationship between PTSD and time 
since traumatic event 
Table A 16.2. Expected frequencies of the relationship between PTSD and time 














RELATIONSHIP BETWEEN FREQUENCY AND EXTENT OF 
ALCOHOL CONSUMPTION, BELIEF IN THE NEED TO 
REDUCE ALCOHOL CONSUMPTION AND 
COMPLAINTS/CONCERN BY FRIENDS/RELATIVES 
List of Tables 
Table A17.1. Contingency tables of relationship between 
frequency of alcohol consumption and a feeling that one 
PAGES 
ought to reduce alcohol consumption ... ...... .. ........ ..... ... ..... .... .... ......... ..... ........ 182 
Table A17.2. Contingency tables of relationship between 
'binge drinking' and the feeling that one ought to reduce 
alcohol consumption ............................... ................................. ... .. ..... ...... 182-183 
Table A17.3. Contingency tables of relationship between 
'problem drinking' and the feeling that one ought to 
reduce alcohol consumption ...... ..... ............ ....... ...... .. ...... .. ..... .. ....... ..... .. ... ...... 183 
Table A17.4. Relationship between the frequency and extent of 
alcohol consumption and a feeling that one ought to reduce 
alcohol consumption (figures,percentages and l analysis) ..... ....................... 184 
Table A17.S. Contingency tables of relationship between 
frequency of alcohol consumption and concern/complaints 
by relatives/friends .................... ... .... ... ... .... ...... ... ... .. ......... ...... .. .. .. ... .... ..... .. .. .. 185 
Table A17.6. Contingency tables of relationship between 
'binge drinking' and concern/complaints by relatives/friends ... ....................... . 186 
Table A17.7. Contingency tables of relationship between 
'problem drinking' and concern/complaints by relatives/friends ...................... . 186 
Table A17.S. Relationship between the frequency and extent of 
alcohol consumption and concern/complaints by relatives/friends 
(figures, percentages and l analysis) .. ................ .. .... ...... .............. : .... ... ....... 187 
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For statistical purposes (to allow expected frequencies >5), those students who 
never drink alcohol were eliminated from analyses in this section. Tables A 17.1 -3 
show the observed and expected frequencies and standardized residuals of alcohol 
consumption and belief in the need to reduce alcohol consumption, 'binge drinking' 
and belief in the need to reduce alcohol consumption and 'problem drinking ' and 
belief in the need to reduce alcohol consumption. 
Table A17.1. Contingency tables of relationship between frequency of alcohol 
consumption and a feeling that one ought to reduce alcohol 
consumption. 
Table A17.2. Contingency tables of relationship between 'binge drinking ' and the 
feeling that one ought to reduce alcohol consumption 
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Table A17.3. Contingency tables of relationship between 'problem drinking' and the 
feeling that one ought to reduce alcohol consumption 
Table A 17.4 outlines the proportions of students who, in accordance with alcohol 
consumption, 'binge drinking' and 'problem drinking', feel that they ought to cut 














Table A17.4. Relationship between the frequency and extent of alcohol 
consumption and a feeling that one ought to reduce alcohol 
consumption 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key : 
1 a = daily/ 3-4 times a week 
2a = 1-2 times a week 
3a = monthly 
4a = less often/never 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key : 
1 b = daily/weekly 
2b = monthly 
3b = less often 
4b = never 
The frequency of alcohol consumption and the feeling of participants that they 
should cut down on their drinking was shown to be unrelated (p>O.01) .61 
61 in accordance with the Bonferroni level of significance (a = 0.0002; a' = 0.05). 
See Chapter 2, section 2.9. 
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'Binge drinking' and the feeling of participants that they should cut down on their 
drinking were shown to be moderately related (p<O.00005; ~c=O . 27). Standardized 
residuals indicate that more than expected of those who 'binge drink' daily/3-4 times 
a week and those who drink 1-2 times a week believe that they should cut down on 
their drinking (p<O.01 and p<O.03 respectively) . Fewer than expected of those who 
'binge' less often/never feel that they should cut down on their drinking (p<O.02). 
'Problem drinking' and the feeling of participants that they should cut down on their 
drinking were shown to be moderately related (p<O.00008; ~c=O.26) . Standardized 
residuals indicate that more than expected of those who problem drink daily/weekly 
and those who 'problem drink' infrequently believe that they should cut down on 
their drinking (p<O.01 and p<O.02 respectively) and fewer than expected of those 
who never 'problem drink' feel that they should cut down on their drinking (p<O.03). 
Contingency tables showing observed and expected frequencies and standardized 
residuals for the frequency and extent of alcohol consumption and 
concerns/complaints by friends/relatives are shown in tables A 17, 5-7 below. 
Table A17.S Contingency tables of relationship between frequency of alcohol 
consumption and concern/complaints by relativeslfn"ends 
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Table A17.S. Contingency tables of relationship between 'binge drinking' and 
concern/complaints by relativeslfriends 
Table A17.7. Contingency tables of relationship between 'problem drinking' and 
concern/complaints by relativeslfriends 
Table A 17.8 outlines the proportions of students who consume alcohol, 'binge drink' 
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Table A17.8. Relationship between the frequency and extent of alcohol 
consumption and concern/complaints by relatives/friends 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key: 
1 a = daily/ 3-4 times a week 
2a = 1-2 times a week 
3a = monthly 
4a = less often/never 
• %'s represent %'s of categories of frequencies of alcohol consumption 
key: 
1 b = dailylweekly 
2b = monthly 
3b = less often 
4b = never 
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x2 analysis suggests that the reported frequency of alcohol consumption and 
concern and complaints by relatives are not related (p>O.1). 'Binge drinking', 
however, is moderately/strongly related to concern and complaints by relatives 
(p<O.000004; cl>c=O.38). Standardized residuals indicate that more than expected 
those who 'binge drink' daily/3-4 times a week have relatives/friends who are 
concerned and who complain about their drinking (p<O.0000004). Fewer than 
expected of those who 'binge drink' infrequently or never 'binge drink' have 
relatives/friends who show concern or complain about their drinking (p<O.04). 
'Problem drinking' is also moderately/strongly related to concern and complaints by 
relatives/friends (p<O.000004; cl>c=O.35). Standardized residuals show that more 
than expected of those who 'problem drink' daily/weekly, monthly or even 
infrequently are exposed to concern and complaints by friends/relatives (p<O.00008; 
p<O.03 and p<O.002 respectively). Fewer then expected of those who never 'binge 






















Web pages advertising student counselling services 
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Student Counselling Service - University of Wales Cardiff hnp: llwww .cardlti .ac.ulVuwCCfUSlWcoullscim 
I of I 
The Student CourisellingService 
We hope that your time at Cardiff University will be happy and trouble-free. However, everyone - at 
some time in their lives - may run into difficulties. For every kind of problem there are trained people 
at hand who may be able to offer support. 
Some kinds of emotional or psychological issues can be explored by having counselling. Here at 
Cardiff there is a counselling service available to all students, undergraduate. and postgraduate, free of 
charge. If you think that you would like to see a counsellor, alJ you have to do is to teJephone us on 
4966 or email usatcounseJJing@cardifT.ac.uk and ask for an appointment. 
In the meantime read on for some useful information: 
'-1mD1 Postgraduate Group 
~ BIll Study Skills and Stress Busting 
,. Frequently asked questions about counselling 
,. Send us your comments 
" All about the counsellors 
"Nightline - 8 pm to 8 am - phone: 382141 
Some other useful links are: 
• to read about a variety of common problems, including: sleep, anxiety, eating, memory, depression, 
social phobias and depression 
• to read about depression as a ti- atable illness 
Please do note that the links are only suggested sites; the Student Counselling Service is not 
responsible for the information that they contain. 
Disclaimer: The infonnation and advice on the Student Counselling Service web pages Is intended to be a guide. The infonnatlon and advice Is 
given in good faith and all reasonable efforts have been taken to ensure accuracy. Cardiff University or the individual counseUors shall not be 
liable to any person In contract, tort, statute or otherwise for any loss, distress or damage of any kind (excluding negUgence or personal injury 
caused by CardllT University's negligence) which Is proved to have been caused as a result of any Inaccuracy ofthe contents of the infonnation or 
mis-advice contained in this web site (unless made fraudulently) 
Page maintained by Hanna Koppel, koppel@cfac.uk. Copyright(c) . Created: 13 February 1998 
Updated: 17/12/98 
ARe turn to Cardiff University Home Page 
01113/99 16 :04 :1 
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Srudent Counseliing Service 
I of I 
Canterbury Christ Church College 
Student Counselling Service 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
Last updated: 13th November, 1997 
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What is Counselling? 
Coming to College can be a very exciting experience, offering opportunities for personal development, 
academically and socially. Sometimes, however, students may encounter personal problems for which 
they need help and support beyond that offered by tutors, friends or family. 
The College offers all students a free, confidential Counselling Service, staffed by professional and 
experienced counsellors. 
When can counselling help? 
Counselling can help if you are experiencing personal problems, whether long-standing or resulting 
from a temporary crisis, that affe~t your academic or social life at College. Deciding to see a 
counsellor is a positive step towards making things better for yourself. 
How does counselling work? 
The counsellor will: 
• listen carefully to what you say 
• work with you so that you can see your situation more clearly 
• help you discover and develop your own resources 
• help you resolve your difficulties 
• where appropriate, put you in touch with other sources of assistance within and outside of the 
College. 
How long will it take? 
Counselling sessions last up to 50 minutes, and are usually weekJy. The number of sessions is 
negotiated during the first session - sometimes one may be sufficient or, more usually, several sessions 
may be appropriate. 
How else can the Counselling Service help? 
As well as working individually with students, the counselling service offers workshops from time to 
time on subjects like stress management, exam anxiety, assertiveness, confidence-building, etc. We 
also organise support groups for students experiencing difficulties such as eating distress or 
bereavement. Details are posted in these web pages, and on the counselling notice board outside the 
01/13/99 16: 18: 
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Library. 
How to get in touch 
For an appointment, contact the counsellors direct: 
Margaret Simpson on 01227782233 or e-mail M.Simpson@canterbury.ac.uk 
Jill Wiffen on 01227782686 or e-mail lE.Wiffen@canterbury.ac.uk 
Ifwe cannot take your call personally, please leave a contact number and we will can you as soon as 
possible. 
Alternatively, written messages may be left in the student counsellors' letterbox, by the student 
pigeonholes. 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
Last Updated on 13th November, 1997 
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Helpful Contacts hltp :/i www.canLaC.u!Vcouns<'ilmg COllla.:Ln · 
10f2 
Helpful Contacts 
The Counselling Service is available to all students registered at Canterbury Christ Church College, 
and can offer help and advice on most personal problems. Other services available in this area which 
may be helpful, particularly in an emergency or during vacations, are listed below. If you feel so 
distressed that you think you might need medical or psychiatric help, you should contact your GP. 
01113/99 16:09 : 
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Ashford - 01233 610000 
Canterbury - 01227 
457777 
F olkestone - 01303 
255000 
W A YMARK TRUST 
Christian Counselling 




Canterbury - 01227 
763898 
Thanet - 01843 860857 
DRUGS ADVlCE 
CENTRE 
Ramsgate - 01843 
596638 
AIDS HELPLINE 
National (24 hrs) -
0800567123 




Broadstairs - 01843 861228 
Canterbury - 01227 766094 
Chatham - 01634846914 
Folkestone - 01303 252798 
Maidstone - 01622 677065 
Sittingbourne - 01795 
477770 
CA THOLIC MARRIAGE 
ADVlSORY COUNCIL 
Canterbury - 01227 780872 
KENT COUNCIL ON 
ADDICTION 
Drogs / A !cohol 
Canterbury - 01227 454740 
. 
RAPELINE 
Canterbury - 01227 450400 
WOMENS RESOURCE 
CENTRE 
Canterbury - 01227451753 
if you have any comments please send them to Margare t Simpson 
This page is supported by The TITLE Unit 
Last Updated on 13th November, 1997 
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CITIZENS ADVlCE 
BUREAUX 
Canterbury - 01227 761493 
Dover -.01304202567 
Faversham - 01795 536996 
Folkestone - 01303 220709 
Heme Bay - 01227 363312 
Margate - 01843 225972 
Whitstable - 01227 264363 
GA Y COUNSELLING 
SERVlCE 
East Kent Friend 
Thanet - 01843 588762 
TURNING POINT 
Help with Alcohol Problems 
Canterbury - 01227 454374 
MEDWAY RAPE CRISIS 
CENTRE 
(for Men and Women) 
Medway - 01634 811703 
01113/9916:09: 
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General Advice 
Citizens Advice Bureau 
AIDS and "IV 




Online AA Resources 
Drugs 
Addiction Research Foundation 
Brixton Drug Project 
Web of Addictions 
Stress 
Stress On-line Support 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
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Who are the Counsellors? 
If you have to leave a message, please try to give a contact phone number. 
Alternatively, you can leave a note in the specialletterbox outside the refectory, or e-mail us. 
Margaret Simpson (full time counsellor) 
M.Simpson@canterbuD'.ac.uk 
(01227) 782233 
Jill Wiffen (part time counsellor) 
J.E. Wiffen@canterbury.ac.uk 
(01227) 782686 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
Last Updated on 2nd June, J 99 7 
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Exam Stress: Top Ten Tips 
.Its never too late to make a revision plan or timetable, and doing so will help you 
prioritise and feel more in control. But be realistic! 
• Schedule regular breaks, and do take them. Make breaks longer as the day goes on. 
Remember, most people can only concentrate fully for about 45 minutes at a stretch . 
• Don't try to revise for tOG long in one day, especially as exams draw nearer, and try 
to avoid revising late at night. Work on your most difficult subjects during your 'peak' 
periods, usually between lOam and 12 noon, and 3 pm and 5 pm 
.Try to get enough sleep - tiredness promotes anxiety. Spend some time unwinding 
before you go to bed . 
• Pay attention to your diet, and take regular, aerobic exercise (if you enjoy it.) 
• Avoid caffeine, which in large doses causes tension and anxiety. 
Remember,caffeine occurs in tea, cola drinks and chocolate as well as coffee. Drink 
plenty of water. 
.Make sure you spend some time relaxing and having some fun . 
• Consider revising with friends - splitting responsibility for obtaining photocopies 
and making revision notes can save a lot of time . 
• Avoid people who are obviously panicking. It can be contagious! Try not to have 
post mortems on each exam, as this can increase your anxiety about later papers. Aim 
instead for a constructive appraisal of your time management, and so on . 
• Finally, try to master some quick relaxation exercises. They can reduce your overall 
anxiety level and help you cope with any panicky feelings. Suggestions are available 
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Practical steps to coping with Insomnia 
.Remember some degree ofinsomma is normal at stressful times. Worry only if it 
becomes a pattern . 
• Cut down on caffeine. . 
• Alcohol can make you fall asleep but you may wake 2 or 3 h~urs later from 
dehydration, and then its even more difficult to drop off. If you do drink in the evening, 
have plenty of water before going to bed . 
• Go to bed and get up at the same time each day. Try to establish a sleeping pattern, 
even at weekends for a time. Avoid catnaps during the day . 
• Keep bed for sleeping in - laze around somewhere else. Check that the temperature, 
ventilation, noise and light in your bedroom are at confortable levels . 
• When working in the evening try not to do anything difficult just before going to 
bed. Wind down during the evening rather than up . 
• When you go to bed, don't try to sleep. Even tell yourself not to go to sleep just 
yet! 
.Don't Panic. You cannot consciously will yourself to sleep . 
• Use helpful inner dialogue, ego J won't worry. I'll drop ojJto sleep soon. J can catch 
up on sleep tomorrow, etc . 
• Try and relax. Practice clearing your mind of stressful thoughts. Help with this and 
some simple relaxation exercises are available from the Counselling Service. A 
relaxation tape or just some soothing music can be very helpful. 
.If after any hour, you are still awake, get up. Do something: drink some herbal tea, 
stroke the cat, listen to some music. Then if you start to feel sleepy, go back to bed and 
repeat the relaxation and mind-clearing. 
01113/99 16:24:1 
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Improving your concentration 
.Prepare a timetable, start each study session on time. 
) Your place for study should be a quiet room, free from distractions and 
interruptions . 
• Ensure good posture, sit comfortably, with your chair and table at a good working 
height. 
.Keep your workspace free from clutter and distractions . 
• Work in a good light, to avoid tired eyes and check ventilation and room 
temperature before you start working . 
• Undertake demanding tasks when you are at your best - usually early morning or 
early evening. Do more straightforward tasks later. It's better to get up earlier than stay 
up late . 
• Clearly define the task you are going to work on and complete each task within the 
time allocated. Do not daydream . 
• Be active, rather than pa~sive; e.g. make notes and read critically . 
• Review each task for a few minutes before moving on to the next. 
.Put away your books and papers before starting work on the next task. 
.Take frequent breaks of 5 or 10 minutes, longer as work goes on. As a minimum, 
take a few deep breaths, stand up, flex your arms, walk about. 
.Try to get other anxieties out of the way before settling down. to study. 
01113/99 16:46:1 
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Bulletin Board 
Don't leave it to chance! 
MANAGE YOUR EXAM STRESS 
CREATIVELY 
. 
We are holding an informal workshop designed to help you cope more effectively with exam stress 
Wednesday 18 March 
1.30 pnl - 3.30 pm 
North Lounge, Union Building 
To book a place or obtain further information 
ring the Counselling Service on 01227 782233, or e-mail M.Simpson@cant.ac.uk 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
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U seCnl N ewsgronps 
Here are a list of newsgroups which could ofTer further advice, information and support 
• alt.angst 
• alt.reeovery 






• alt. support. tinnitus 
• misc. handicap 
• mise.health.aids 
• misc. health. alternative 
• mise.health.arthritis 
• misc. health. diabetes 
• soc. men 
• soe.women 
• soc. women.lesbian-and-bi 
• talk.rape 
• uk. gay-Iesbian-bi 
• uk. people. deaf 
• uk. people. disability 
• uk.peopJe.health 
If you have any comments please send them to Margaret Simpson 
This page is supported by The TITLE Unit 
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T he Student Counselling Service provides professional counselling services to students. 
Our staff is available to help with problems students may have concerning educational, 
career, or personal matters. As well, the service also offers programs to help students 
develop their skills as fully as possible. Click here for infonnation about making 
appointments, cancellations, our no-show policy and our confidentiality policy. 
Hours: 9:00am -4:30pm Monday to Friday except Wednesday W:OOam -4:30pm 
Student Counselling offers a variety of services to students including: 
• Personal CounseUing 
.Career Exploration 
• Learning Strategies and Resources 
.Services for Students with Disabilities 
.Workshops 
• Aboriginal Counsellor 
........................ ~I~llim!~HI~llim!ili~iii~iW.:1~M-~o/~mu~~;:.iI ... iiim:i ...................... ... 
For more infonnation about any of our programs, please call 533-2893, or drop by our office (on the 
ground floor of the St. Lawrence Building, beside Career Services), or e-mail 
POR TERV@post.queensu.ca 
Other Interesting Counselling Related Links 
-The Keirsey Temperament Sorter 
• Tips for Coping with Depression 
THESIS BLUES? 
Call the Student Counselling Service at 533-2893 to find out more information about the 
following groups: 
GUNG HO is a group for GRADUATE STUDENTS who are looking for help with motivation 
and problem solving. 
MOOD MASTER is a group for undergraduate and graduate students who are coping with 
mood problems. 
GRAD LINK is a service linking graduate students for individual supp·ort. 
[Queen's Home Page] I [Student Health Service) 
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r~\::( IAppointment Info and the Cancellation Policy 
"I 
\ ' ...... _,.... 
• Appointments 
Appointments are arranged on an individual basis. To book an appointment please 
telephone the Student Counselling Services at 545-2893, Monday-Friday, 9 a.m. to 
4 :30 p.m., or drop by the St. Lawrence Building (on the bottom floor next to 
Career Services). Some evening appointments are available . 
• Counselling Sessions 
Sessions are booked ·on the half hour and last 45 minutes. To get the most benefit 
from your session, please arrive punctually. Our service provides up to a maximum 
of eight sessions per academic year. Should more sessions be necessary, you will be 
put on the counsellor's waiting list and can have up to twelve additional sessions 
per academic year when space becomes available . 
• CancellationINo-Show Policy 
If you need to cancel, we would appreciate as much advance notice as possible 
please call no later than 24 hours prior to your scheduled appointment. If the lines 
are busy or you are calling after regular working hours, please leave a message on 
our 24-hour confidential line (545-2893), and include the date and time of the 
appointment being cancelled 24 hours or more in advance. 
Missed appointments result in loss of service to other students. Consequently, 
$25.00 is charged for each appointment not cancelled in advance, and any 
future appointments that are already booked may be deleted. You will be notified 
of the charge by mail; payment may be made at the Front Desk. The Registrar's 
Office will be notified of outstanding charges, and as with unpaid library fines, your 
marks will be withheld pending payment. Extenuating circumstances may be 
discussed with Mike Condra, the director . 
• Confidentiality Policy 
All information disclosed within sessions is confidential and will not be revealed to 
anyone outside the Service without your written permission. When consultation 
with another professional within the Counselling Service is deemed appropriate, 
you will not be identified by name. 
Because of the legal requirements regarding duty to report, the policy of 
confidentiality does not apply in the following circumstances: 
1. If there is suspicion that a child or children (presently under the age of 16) 
has been or is being physically, sexually or emotionally abused. 
2. If the client presents a serious danger of violence to others or is likely to 
harm himself or herself unless protective measures are taken. 
3. If a client reveals that he/she has been sexually abused by a health care 
provider who is covered by the Regulated Health Professions Act (e.g., a 
physician or psychologist) 
In any of these situations the counsellor is obliged to report to the appropriate 
authority. 
Student Counselling Service 
St. Lawrence Building 
This page was updated June 25, 1996 
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Workshops and Specialized Programs 
Student Counselling ende~vours to be flexible to meet the needs of students. Every year 
the Service offers workshops on a variety of different topics. In order to meet students 
needs best the topics vary from year to year . 
• Learning Skills 
Topics include: time management, organizational skills, effective note-taking, 
problem solving, exam and study strategies . 
• Presentation Skills 
Teaches making effective presentations for beginners facilitating seminars or group 
presentations . 
• Communication Skills 
Learn to be an effective, clear and assertive communicator . 
• GungHo 
This is a support group for graduate student to help with motivation and problem 
solving. . 
.Learning DisabilitieslHead Injuries/Attention Deficit Disorder Circle 
An informal discussion group for students with similar issues to share strategies for 
copmg . 
• Three Sisters Feast 
A weekly feast of Three Sisters Soup, Bannock and a social hour for native 
students and their friends. For more information call Robert Lovelace at 545-2893. 
For more information about any of our programs, please call 545-2893, or drop by our office (on 
the ground floor of the St. Lawrence Building, beside Career Services.) 
...................... ~ .. ~~~2~~~mw.~x~~~~·~~. ~~ .......................... .. 
[Back to Main Page] [Queen's Home Page] 
Student Counselling Services 
For infonnation please call 545-2893 . 
This page was last updated June 25, 1996. 
URL: http://www.queensu.ca!stserv/gr.htm 
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Personal Counselling 
Distressing personal problems can seriously interfere with your academic performance 
and your emotional well-being. Emotional distress in the form of anxiety or depression, 
conflicts with or worries about family or friends, loneliness and alienation are experiences 
that many students go through. 
Counsellors can help to put problems in perspective and make them seem more 
manageable. The opportunity to speak freely about your concerns, in a confidential and 
non-judgmental atmosphere, can be a source of great relief 
Student Counselling offers a number of different personaJ counselling options. 
Crisis Counselling 
Transition to University 
ReJationship concerns 
Eating disorders/Body image concerns 
Abuse survivor issues 
Anxiety and stress relief techniques 
........................ B!I~III.III~III~II!I~I:I~i!!~!IJ~!a:~e!!l~i~@w&.~~%~~~~@~@jJ~;;;~JiI~!!!~ .. ~!iI., .................... ... 
For more information about any of our programs, please call 533-2893,or drop by our office (on the 
ground floor of the St. Lawrence Building, beside Career Services. 
[Back to Main Pagel [Queen's Home Page] 
Student Counselling Service 
For infonnation call 533-2893. 
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Crisis Counselling 
. 
If you are in distress and need immediate assistance, crisis counselling is available during 
office hours. Call 545-2893 or drop by Monday - Friday 9 a.m. to 4 :30 p.m . 
............................ ~~!~i; .. !~: ~~'~; .. I!~II ............................ ... 
For more information about any of our programs, please call 545-2893,or drop by our office 
(on the ground floor of the St. Lawrence Building, beside Career Services . 
........................... I.I!!.IIi!mil'~· ~·I~m~m~m .. ;;;(~#.~~~m~!!I~lli~: m m~Ii!~li .. ii.ii.II .. I ...................... .. 
[Back to Main Page) [Queen's Home Page) 
Student Counselling Service 
For information caJJ 545-2893. 
This page was last updated October 8,1996. 
URL: http://www.queensu.ca/stserv/cc.htm 
01 / 13/9916 :57 : 
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Learning Strategies and Resources 
Student Counselling offers services, group sessions, workshops and individual 
counselling to help you improve your learning and study strategies. 
Learning from texts: Reading Efficiently 
Learning from lectures 
Effective note taking 
Math and science problem-solving strategies 
Time-managemint and organizational skills 
Learning disability assessment 
Exam preperation and exam writing strategies 
Learning Strategies Workshops Fall 1998 
First Year Transition Workshops 
Monday September 28, 9:30-10:30 
Monday October 5,9:30-1030 
Tuesday September 29, 9:30-10:30 
Tuesday October 6, 9:30-10:30 
Learnine Strategies Series 
Tuesday October 6 (time), 1 :30-2:30 
Tuesday October 13 (lectures), 1 :30-2:30 
Tuesday October 20 (texts), 1 :30-2:30 
Library Research and Essay Writing 
Thursday October 8, am (Stauffer Library) 
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Career Exploration 
With the help of appropriate tests, explore your personal abilities and career interests; 
begin to map out academic majors and related career choices. Since many students are 
concerned about career direction and employment opportunities, the Counselling Service 
offers individual and group career counselling. Interest inventories and other tests may be 
used in exploring career directions. 
For more information about any of our programs, please call 533-2893, or drop by our office (on 
the ground floor of the St. Lawrence Building, beside Career Services.) 
............................ m~ijmmmll~&Z~&llmm&II~~ ~~~m~jm ............................. ... 
[Back to Main Pagel [Queen's Home Page] 
Student Counselling Service 
For information call 533-2893. 
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Services for Students with Disabilities 
Student Counselling offers specialized services for students with leaining and other 
disabilities which affect learning, Students with disabilities have a variety of different 
needs. To accommodate these differences, Student Counselling Service works in 
cooperation with the Disability Services and Student Health Service to meet the range of 
student needs. 
What is a disability? 
Persons with disabilities have a significant and persistent mobility, sensory, learning or other 
physical or mental health impairment which is permanent in nature; 
AND experience functional restrictions or limitations of their ability to perform the range of 
life's activities; 
AND may experience attitudinal and/or environmental barriers that hamper their full and 
self-directed participation. 
How do I get a learning disabilities assessment? 
In order to have a LD assessment you must first be referred (by a professor, Disability Services, 
Student Counselling Service, Student Health Service) or you may fill but an LD questionnaire at 
the front desk of Student Counselling. The test itself is a wide range of ability tests which help 
to highlight areas of streng!:hs and weaknesses. Then there is a follow-up appointment to 
determine what can be done to best accommodate your abilities . There is a charge of $700.00 
for these assessments. External funding may be available. Make sure to check with Disability 
Services. 
Learning Disabled? Feeling over your head? 
Join the learning disabilities support group! We will be meeting every second Monday from 
12:30 p.m. to 1:30 p.m. at Student Counselling. Bring your own lunch, and get to know some 
of your peers. The sessions will be loosely structured around topics of interest to the group, 
possibly including: the Special Needs system at Queen's, learning strategies, using the libraries 
effectively, stress management, time management and organization, and relationships and 
communication skills, For more information call Allyson Harrison 545-2893, 
Feeling Lost in Resources? 
Library Services for students with special needs may be the answer. Stauffer Library has a 
full-time Coordinator for Special Readers' Services, who can help you arrange extended loan 
periods, alternate formats, reduced photocopy rates, use of adaptive technology labs and library 
instruction. 
For more information contact Michele Chittenden at 545-2833, or email at 
chittend@stauffer.queensu.ca, 
Special Readers' Service 
.......................... ~iaa~m~la: :~iw~~Z~0WhW~@~~ii~m~;!I!~all~lli~ii1.li.im~i .. iif .................. __ 
For more information about any of our programs, please call 545-2893, or drop by our office (on 
the ground floor of the St. Lawrence Building, beside Career Services.) 
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Aboriginal Counsellor 
T here is an Aboriginal Counsellor located at the Aboriginal Student Centre who is 
available for personal counselling and traditional training. The Aboriginal Student Centre 
is located at 72 Queen's Crescent, the little house in front of Student Health. 
Students of Native Heritage and their friends are invited to a weekly Feast of Three Sisters Soup, 
Bannock and a Social hour on Thursday evenings from 5 p.m. to 7 p.m. For more information call 
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Auburn University 
Stude~t Counseling Services 
SCS Services 
~ Individual Counseling 
~ Group Counseling 
@ College Life Series 
ti Outreach Programming 
@ Consultation 
@ Crisis Management 
Common Student Concerns 
~ Depression 
~ S elf-Esteem 
~ Stress & Anxiety 
@ Eating Concerns 
ti Alcohol & Drugs 
Empowering You 
to Create a 
Winning Future 
(334) 844-5123 
118 Foy Union 
Auburn University, AL 36849 
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Vern Russell, Ph.D., LPC, NC,C 
Clinical Member, AAMFT 
Senior Coordinator 
Doug Hankes, Ph.D. 
Licensed Psychologist 
David Hodge, M.S., LPC, NeC, MAC 
Counselor 
Liza Mueller, Ph.D., LPC, NCC 
Counselor 
For more information send email to: Vern Russell at russela@mail.auburn.edu 
War Eagle 
Visitor Number 
20[2 01113/99 17: 14: 
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SCS 
Individual Counseling 
Location & Hours 
Student Counseling Servict:s (SCS) is located in 118 Foy Union. Regular hours are Monday 
through Friday, 8:00 A.M. to 5:00 P.M. Appointments can be arranged by calling 844-5123 . 
Eilgibility 
SCS services are available to all AU students on a short-term basis. Students in need of a long 
term experience of 24 hr. coverage are referred to appropriate community resources. It is the goal of 
SCS to provide a safe, casual, yet professional environment where AU students will be comfortable in 
seeking counseling services for a whide variety of concerns. SCS offers individual counseling, based 
on a brief therapy model, to address the developmental concerns of AU stuqents with an upward limit 
often (10) individual sessions per academic year. Typical problems include: 
Depression Anxiety 
Relationship Issues Sexual Orientation Issues 
Qrief Issues Stress 
Eating Disorders Interpersonal Difficulties 
The Counseling Experience 
Entering counseling provides you the opportunity to explore your concerns within the context of 
a confidential relationship . There are many approaches to counseling and various formats in which it 
may occur. Within the variations, all counseling is a two-way process that works especially well when 
the client and counselor communicate openly. 
Student Counseling Services (SCS) utilizes a brief-counseling model. One goal of this model is 
to empower you with the resources needed to make a positive change in your life. The focus is on 
solutions rather than problems. Our purpose is to co-create with you a clearly defined goal to work 
toward. Through the counseling interaction, homework assignments, and/or readings you can begin 
the process of self-discovery as you move toward the realization of your goals. 
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Confidentiality 
Professional ethics and state laws consider the personal infonnation discussed in counseling to 
be confidential. All infonnation gathered in counseling, including the fact that you have come to SCS 
is held in strict confidence. No infonnation will be released to university officials, faculty members, 
parents or outside agencies without written authorization from you. If you are receiving services from 
other units within the Student Success center, you will be asked to sign a release so infonnation may 
be shared across units to develop the most appropriate intervention plan to ensure your academic 
success. 
Limitations to confidentiality occur: 
• in instances in which there is imminent danger of serious hann to you or others because of your 
actions 
• when there is infonnation of suspected child abuse 
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Each quarter Student Counseling Services offers several group experiences for AU students. 
There is $ NO CHARGE $ for group sessions. There is no session limit on group participation. 
Winter '98 Group Offerings 
• Stress Management 
• Women's Group 
• Eating Concerns 
• Adjusting to Campus Life 
• Men's Group 
Stress Management 
An Experiential group in which students learn various approaches to stress management with 
extended time for practice and skill development. emphasis will be placed on learning self-hypnosis. 
This is is an open group. Feel free to attend. Topic areas will include: 





The Women's Group is open to all female students registered at AU. The group begins the first 
week of each quarter and lasts 10 weeks. Topics of interest discussed in former groups have included 
self-esteem, relationships, family, assertiveness, and values. Support and encouragement are the 
essence of the Women's Group and can often lead to the desired change in women. Members of the 
group are held to confidentiality within the group and are not permitted to discuss issues outside of 
the meeting time. 
Eating Concerns 
This group for students with eating concernsis a safe place to discover some of the factors that 
contribute to ongoing eating disorded behaviors. The focus of the group is process oriented whereby 
members are encouraged to explore personal issues such as "Who am I?" and "Why do I feel this 
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way?" The group is comprised offive to seven student members and two professional staff facilitators. 
Interested students are welcome to join the group during the first three weeks of the quarter. 
Adjusting To Campus Life 
This group provides an opportunity for participants to express concerns in a supportive 
environment and develop the coping skills needed to adjust to and be successful in the university 
environment. 
Men's Group 
This group is open to all male students registered at AU. The group begins the first week of the 
quarter and lasts ten weeks. It is an opportunity for men to express themsel~es in a supportive 
environment. Readings on men's issues will be available as part of the experience . 
•• 
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SCS 
College Life Series 
The College Life Series is an weekly offering on a topic of student interest. The purpose of the 
seminar series is to develop student awareness of issues often faced by the college age population. 
Past program titles include: 
Wellness Tools for a Lifetime 
Date Rape: It Could Happen to You or Someone You Know 
How to Study for Success in College 
"He Said, She Said" : Relationship Communication Skills 
Time to Choose a Major and I Haven't a Clue 
How Realistic is "Just Say No"?: Alcohol anfRisk Reduction 
Obsessed by Food, Weight and Body Size: Do You Have an Eating Disorder? 
Stressed Out? Learn How to Relax and Cope Better 
The College Life Series takes a break for the summer. We will 
be using the time to plan & develop our of fall programs. 
Information regarding program titles, dates & times will be 
posted in the future. Have a good summer! 
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Consultation 
SCS staff is available to consult with faculty/staff regarding student mental health concerns. 
Staff can meet with an individual or group of faculty/staff to discuss particular concerns. SCS staff 
will, on request, schedule seminars to provide guidelines for recognizing mental health problems and 
making referrals for treatment. 
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Crisis Mal)agement 
SCS staff is available to respond to crisis situations involving AU students. Our first response is 
to assess the severity of the situation and make an appropriate intervention based on initial assessment. 
In emergency situations the AU Police will assist in the transport of the identified student to the 
emergency room of the East Alabama Medical Center. After hours emergencies are handled through 
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Outreach Programming 
SCS staff and student members of CADRE are available to provide programming throughout 
the university community. Interested faculty/staff can request programs by calling the SCS office at 
844-5123. Topics available for presentation in classrooms, residence halls, and fratematies/sororities 
include presentations on stress management, eating disorders, responsible alcohol use, sexual assault, 
STD's, HIV disease, and communication skills. 
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IS YOUR DRINKING 
AFFECTING YOUR 
STUDIES? 
Try to answer these questions honestly. 
1. Do you miss lectures due to drinking? 
2. Is drinking making your personal life unhappy. 
3. Do you drink because you are shy with other people. 
4. Is drinking affecting you reputation. 
5. Have you ever felt remorse after drinking. 
6. Have you gotten into financial difficulties as a result of drinking. 
7. Do you care less about your studies since drinking. 
8. Has your commitment to your studies decreased since drinking. 
9. Do you crave a drink at a definite time daily. 
10. Do you drink to cope with your hangover the next morning. 
11. Does drinking cause you to have difficulty in sleeping. 
12. Do you drink to escape from worries or trouble. 
13. Do you drink alone. 
14. Have you ever had a complete loss of memory as a result of 
drinkinglForgot where ou have left your possesions. 
15. Do you drink to build up your self-confidence. 
If the answer to any of these is yes please consult a doctor or sister at 
the Student Health Service or a councellor at the Student Advice and 
Development Office. 
IF YOU HAVE PROBLEM HELP IS AT HAND 
